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ABSTRACT 

A hearing was held to consider problems women face in 
obtaining preventive care or early comprehensive prenatal care. 
Testimony concerned; (1) the Public Health Service Expert Panel's 
report on prenatal care? (2) Los Angeles* critical shortage of 
maternity care providers? (3) new research from Detroit that suggests 
that even when prenatal care is available, women at highest ris)n 
receive the worst care? and (4) promising approaches to improving 
maternity care, including the March of Dimes' Campaign for Healthier 
Babies and a prenatal care program for employees of the First 
National Bank of Chicago. Fact sheets on problems and solutions 
related to providing care for new mothers, and numerous tables of 
data on care and related topics are included in the report. Also 
included are answers to questions posed by Representatives Bliley and 
Miller to James 0. Mason, M.D., Assistant Secretary of the Public 
Health Service of the Department of Health and Human Services, 
concerning the President's plan to improve child health and reduce 
infant mortality. (RH) 
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CARING FOR NEW MOTHERS: PRESSING 
PROBLEMS, NEW SOLUTIONS 



TUESDAY, OCTOBER 24, 1989 

House of Representatives, 
Select Committee on Children, Youth, and Famiues, 

Washington, DC 

The select committee met, pursuant to call, at 9:00 a.m., in room 
210, Cannon House OfTice Building, Hon. George Miller (chairman 
of the committee) presiding. 

Membera present: Representatives Miller, Levin, Rowland, Sikor- 
ski, Martinez^ Evans, Durbin, Bliley, Wolf, Packard, Hastert, 
Lamar Smith of Texas, Walsh, anu Machtley. 

Staff pre^nt: Ann Rosewater, staff director; Jill Kagan, profes- 
sional staff; Elizabeth Romero, secretary; Dennis G. Smith, minori- 
ty staff director; and Carol M. Statuto, minority deputy staff direc- 
tor. 

Chairman Miller. The select committee will come to order. The 
purpose of this hearing this morning is to consider problems 
women face in obtaining preventive care before they become preg- 
nant and the early comprehensive prenatal care that leads to 
healthy babies. 

Since we were established six years ago, the select committee 
has given high priority to the developmental and fiscal benefits of 
prenatal care, and the Congress has responded by expanding Med- 
icaid to reduce financial barriers that prevent low-income women 
and children from receiving health services. 

We have a serious infant mortality crisis in this nation, and 
there are signals that it is getting worse. We rank last among 21 
developed nations, far behind the Surgeon General's 1990 infant 
mortality and low birth weight goals. Every year, 300,000 infants 
die or are born underdeveloped, reflecting stagnation in the infant 
mortality rate during the 1980s, 

And in a growing number of cities, infant deaths are increasing. 
The District of Columbia, for instance, reported for the first 6 
months of 1989 an unprecedented rate of 32.2 infant deaths per 
1,000 live births, 3 times the national average. Since 1986 Balti- 
more, Miami, and Los Angeles also report upturns in their infant 
mortality rates. 

The trend for low birth weight, the greatest determination of 
infant death and disability, is also disturbing. In 1987, the low 
birth weight rate rose to its highf^st ix)int since 1979, 

We are needlessly wastir*^ idreds of thousands of lives and 
billions of dollars a year in i^.. al health care, education, reha- 

(1) 
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bilitation and welfare costs because of our failure to provide ade- 
quate prenatal care. 

Our m^or challenge is to reach the more than one million preg- 
nant women who annually receive insufficient prenatal care to pre- 
vent infant death or disability. 

While financial barriers, including lack of health insurance, con- 
tinue to be the mc^t common reason for inadequate care, women 
confront other serious obstacles to care: services that are unfriend- 
ly or demeaning, inaccessible clinics with overworked staff, a criti- 
cal shortage of private health care providers willing to accept 
public insurance, bureaucratic confusion, and limited child care. 

Thc^se barriers are compounded by new and complex s<x:ial prob- 
lems: drug abuse and sexually transmitted diseases. New York 
health officials recently reported that by 1995, 5 percent of all new- 
boms in New York City will likely require costly neonatal inten- 
sive care. 

In addition, in New York City alone, the number of babies bom 
with syphilis, a potentially fatal disease directly related to rising 
drug use, is higher in the first 6 months of 1989 than in the entire 
previous year. 

These issues are of sj^cial concern because new evidence gath- 
ered by the select committee from five large city hospitals sug- 
gests that pregnant substance abusers are much less likely than 
non-substance-abusing pr^^ant women to receive prenatal care. 

We will hear today from members of the Public Health Service 
Expert Panel regarding their recently released and ground-break- 
ing report on the Content of Prenatal Care. 

Other witne^es will address Los Angeies' critical shortage of ma- 
ternity care providers and new re^arch from Detroit that suggests 
that, even when prenatal care is available, the highest risk women 
receive the worst care. 

We will also leara about promising approaches to improving ma- 
ternity care, including the March of Dimes' Campaign for Health- 
ier Babies and a prenatal care program for employees of the First 
National Bank of Chicago. 

We are reminded, however, during this 25th anniversary year of 
the federally initiated Maternal and Infant Care Clinics that in 
many cases we do not need new programs, but support for proven 
programs that already exist. 

We are pleased to be joined as well by Assistant Secretary for 
Health, Dr. James Mason, I look forward to receiving all of the tes- 
timonv. At this time I would like to recognise—well, here, Tom, 
why don't we st^rt with you? Congressman Bliley, who has had 
considerable interest in this subject over the last many years in 
Congress, 

[Opening statement of Hon, George Miller follows:] 

Openino Statement of Hon, George Miller, a Representative in Congress From 
THE State of Caufornia and Chairman^ Select CoMMnrEE on Children, 
Youth, and Famiues 

cahinq pgr new mothers' i^^sing prosl^fs, new sotutions 

Today, the Select Committee on Children, Youth, and Pamilies will consider prob- 
lems women face in obtaining preventive care before they become pregnant, and the 
early comprehensive prenatal care that leads to healthy babies. 
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Since we were established six years ago. the &lect Committee has given higrh pri^ 
ority to the developmental and fiscal benefits of prenatal care, and Congress has re- 
8fK>nded by expanding Medicaid to reduce financial barriers that prevent low- 
income women and children from receiving health service. 

We have a serious infant mortality crisis in this country, and there are signals 
that it is getting \vor^. We rank last among 21 developed nations, far behind the 
Surgeon Generars 19R0 infant mortality and lov^ birthweight goals. Every year, 
300,000 infants die or are born underdevelo{^» rtflecting stagnation in the infant 
mortality rate during the I98(fe. And in a growing number of cities, infant deaths 
are increasing. The District of Columbia, for instance, reported for the first six 
months of 1989 an unprecedented rate of 32.2 infant deaths per 1»0TO live births- 
three times the national average. Since 1986, Baltimore, Miami and Los Angeles 
also reiK)rt upturns in their infant mortality rates. 

The trend for low birthweight, the greatest determinant of infant death and dis- 
ability, is also disturbing. In 1987, the low birthweight rate rose to its highest point 
since 1979. 

We are needlessly wasting hundreds of thousands of lives and billions of dollars a 
year in remedial health care, education, rehabilitation and welfare costs because of 
our failure to provide adequate prenatal care. 

Our m^jor challenge is to reach the more than one million pregnant women who 
annually receive insufficient prenatal care to prevent infant death or disability. 

While financial barriers, including lack of health insurance, continue to £>e the 
most common reason for inadequate care, women confront other serious obstacles to 
care: services that are unfriendly or demeaning; inaccessible clinics with over- 
worked staff; a critical shortage of private health care prcividers willing to accept 
public insurance; bureaucratic confusion; and limited child care. 

These barriers are compounded by new and complex social problems, drug abuse 
and j^-xually transmitted disease. New York health officials recently reported that, 
by 1995, five percent of all newborns in New York City will likely require costly 
neonatal intensive care. In addition, in New York City alone* the number of babies 
born with syphilis, a fK>tentially fatal disease directly relate to rising drug use, is 
higher in the first six months of 1989 than in the entire previous year. 

Th^ issues are of special concern l^ause new evidence gather^ by the Select 
Committe from five large city hc^itals suggests that pregnant sul^tance abusers 
are much less likely than non-substance-abusing pregnant women to receive prena- 
tal care. 

We will hear today from a member of the Public Health Service Expert Panel 
regarding their recently released and ground-breaking report on the Content of Pre* 
natal Care, Other witnesses will address Lcs Angeles* critical shortage of maternity 
care providers, and new i^esearch from Detroit that sugg^ts that even when prena- 
tal care is available, the highest risk women receive the worst care. 

We will also learn about promising approaches to improving maternity care, in- 
cluding the March of Dimes' Campaign for Healthier Babies, and a prenatal care 
prc^am for employees of the First National Bank of Cl**cagQ. We are reminded 
however, during this 2t5th anniversary year of the federally initiated Maternal and 
Infant Care Clincs, that in many cases we do not need new programs, but support 
for proven programs. 

We are pleased to be joined today as welt by Assistant Secretary for Health, Dr. 
James O. Mason. 
Welcome, and I look foward to ail of yuur tt^iimony. 
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CARING FOR NEW MOTHERS: 
PRESSING PROBU^MS, NEW SOLUTIONS 

A FACT SHEET 



INFANT MORTALITY, LOW BIRTHWEIGHT WORSENING IN U^. 

♦ Each year, nearfy 40,(XX) iofanis die before ihcir first birthday. 
In 1987, the InEwJi mortality rale isvas 10.1 deaibs per 1,000 live 
biiihs. The blac* rate (17.9) «^ twice the rale for white infents 
(8,9)» During thfe decade, progr^ in mludng infent deaths has 
slowed for both white and blaA populatiom. [General 
Aooounting Office (GAO)» 1S«7; National Center for Health 
Statistics (NCHS), 19g9] 

♦ The U.S, ranis behind 21 other industrialist nations in its 
infant mortaiity rate, (Public Health Service, 1^) 

• Infant mortality rai^ for Baltimore, Miami, Los Angeles, and the 
District of Columbia have increased since 1986. TTie District of 
Columbia's infant mortality rate for the first six months of 19^ 
reached 3i3 deaths per i,0(X) live binhs, a 50% increase over 
1988. (Select Committ^ on Children, Youth, and Families 
Phone Survey, 1989) 

• In 1987, the kw birthweight (LBW) rate rose to 6.9%, the 
highesi level since 1979, A LBW infant is 40 tim<^ more likely 
to die in the first month of life than normal weight infants. 
fNCHS, 1^, Institute of Medicine (lOM), 1985] 



PRENATAL CARE LARGELY PREVENTS IJIW AND CO STI.Y 
HOSPITALIZATION 

• Nearly 80% of women at risk for having a LBW baby can 1^ 
identified in the first prenatal vmit Infants bom to women who 
do not r^ive sufficient care are about twice as likely to be of 
low birthweight (Alan Guttmacher Institute, 1987) 

* Every LBW birth averted by earlier or more frequent prenatal 
care saves $1 4,000-330,000 in first-year hospital and long-term 
health care o^ts. (Office of Technology Assessment, 1988) 
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Every $1 spent on prcttatal ca^ saves S338 in ihe cso&is of caring 
for IJ3W iafonis. (^lect Commiitoe on CSifldren^ Youth, and 
Families* ISSS) 



MANY PRBX;NANT WOMEN RECEIVE INADEQUATE OR NO 
PRENATAL CARE 

♦ More than one-third of pregnasi women, 13 million a year* 
receive insufBdeni prenatal care, (National Ccmimission to 
Prewni Infant Mortality, 1^) 

♦ One-fburtb of women of reproductive agq (15 million) have no 
insarance to cover maternity care; iw>-ihirds of this group (10 
million) have no insurance at all (lOM, 1988) 

♦ Each year from 1979-1987, nearly 25% of mothers did not begin 
prenatal care in the critical first trimester of pregnancy. (NCHS, 
1989) 

♦ In 1^, nearly 63% of surv^sd Medicaid r^pients and 
uninsured women and 69% of low-income teens rcoeived 
insufficient prenatal care. For the Medicaid and uninsured 
w>men, 12% of the babies were LBW. (GAG, 19S7) 



yrRt^S, FEAR. DISILLUSIONMENT WITH HEALTH CARE SYSTEM 
AMONG REASONS FOR NOT OyTAINING CARE 

♦ Attitudinal terriers vittc dted by 39% of surveyed women who 
obtain^ inadequate care: 22% dted fear of doctors and medical 
exams; 10% dt&i fear of arrest or deportation; 10% cited 
cultural biases against male pnmders. (GAG, 1^) 

* In a New York City hospital, 52% of women who had received 
no prenatal care dted fear of hospitals, doctors, or procedures 
as a primary r^ison for not seeking care. (lOM, 1988) 

• Among 2,000 women studied in Massachusetts, women with 
inadequate care were significantly more likely than women with 
ad^uate care to rej^rt being very worried or upset during 
pregnancy due to lack of money, problems with the baby*s father, 
housing difficulties, lack of emotional support, and related 
burdetts. (Massachusetts Department of Public Health, 1^) 
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Is addition lo ihe antount of insurance, the following fectors 
accounted for aimmi half of the ejqjlanaiion of the diffene^ncscs 
in the amounts of j^enatai cane women m^ive: attitudes to^^^ 
health prof€^ionais, del^ in s -specting pre^ancy^ delay in 
telling others about the pregnancy, perception of the importance 
of prenatal care, and initial attitudes atout being pregnant* 
(Poland, 1987) 



FEWER HEALTH CARE PROVIDKRS OFFERING MATERNITV 
CARE 

• One fourth of VS. rip-code areas have fewer than four 
obstetricians per 100,000 people, and 38 of the 577 areas have 
no obstetrician at all A 1?^ national survey of private 
physicians who provide ot^lctric care found that 44% did not 
accept Medicaid reimbursement (lOM, 198S) 

• Half of California's 58 courlies had so few obstetricians who 
took M<rfiCa! patients that service were unavailable for 175,000 
MediCal^Ifgible women of childbearing age. |Southcm 
California Children*s Health Network & Children's R^earch 
Institute of California (SCCHN), 19S8] 

• In a surv^ of ACOG pbysidans, 79% cited low reimbursement 
and 55% cited slow payments as deterrents to providing prenatal 
care to women on Medicaid. In California, the time between 
submission of a claim and reimbursement averages three months. 
(American College of Obstetricians and Gynecologists [ACOG], 
1989) 



MEDICAL SYSTKM\S CAPACnY. PRACTICFi^ CONTRIBUTE TO 
INADEQUATE CARE 

Among 15 studies reviewed, inhospitable institutional practices 
and financial barriers emerged among the top five reasons for 
obtaining insnffident care. (lOM, 1^) 

In two studies, 60% of Lc» Angeles County women and 73% of 
New York City wt>men with no care stated that th^ had tried 
to get care but faced a variety of obstacles, (lOM, 1988) 

In 19^, an estimaijd 5,000 prepant women in San Diego and 
1,850 women In Orange County were turned away from prenatal 
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clinics* to Lc^ Angetes County, vfomen vmiua up to 16 weeks 
U> get a prenatal care appointmenL (SCGHN, 1988) 

IV^^ percent of surv^ed oti-^ns died long ^mting times for 
individudl af^intm^^ts a barrier to obtaining adequate 
pre. \ care. (ACXXJ, 19©) 



TRANSPORTATION. CHILD CARE, lACK OF JOB FLEXIBIUTY 
AMONG MAJOR OBSTACIJ^ TO CARE 

* Ttas^portatioD diSlcalti^ were dtcd as a £a(nor in preventing 
i;^^Hi»^ from reottving adequate prenatal care t^ 38% of survey 
Qb-ffm, 23% of tn^vk!«ved women wli^ re^t^ inadequate 
care, and 2^ of iwmen surv^^ed South Carolina* 
(A<XK3, 1«^ GAO, 1^; &MitIi Carolina Department of 
Health and Environmental Control, 1^7) 

* Qiild care ci^ as factor in not cAtaining sufBdent prenatal 
care 24% of survf^ db-gyns and 16% of sun^d women. 
(AGOG, 1989; GAO, 1987) 

* Inability to arrange time ofif from woi* wa$ dto! as a foctor 
preventing women Srom getting ad^uate prenatal care by 14% 
of sunfi^ed ob-^ns and 7% of sur^^ed wmen. (ACOG, 1989; 
GAO, 1987) 

* Seventh percent of imeivie^ w>men, inchidfng half of 
Hispanic v^men in CA who obtain^ inad^uate prenatal care, 
did not know where to go to seek ^vices* (GAO, 1987) 



DRUG USE, HOMELE&.: jESS BECOME SERIOUS BARRIERS TO 
CARE 

^ Nearly one-third of a group of Detroit \^men with inadequate 
prenatal care abused drugs compare with 7% of women with 
more adequate care. (Poland^ 1^7) 

* Of 52 surviQ^ women who delivered at Saint Mary's Hospital 
in New York City, abnmt half of the women receiving no 
prenatal care mention^ personal problems. Half of the women 
wito dted personal problems w^tq substance abusers. (Greater 
New York March of Dimes, 1988) 



Forty percent of women living in New York Gxy hotels for the 
homeless who gave birth betw^n 1^-1984 r^^ived no prenatal 
care, (lOH 1988) 
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Mr. Bulky. I thank you, Mr. Chairman. 

Chairman Miller. Do you want to catch your breath? 

Mr. Bully. &)rry I am late. In the aftermath of a national trage- 
dy, Americans demand explanations and accountability. Special in- 
vesti^tive committ^ are quickly assembled to tell us the cause of 
the accident: for example, the 0-rings of Challenger, the wrong 
equipment supporting the Delta Force in Iran, and closed water 
valv^ at Three Mile Island. 

We find some solace in finding a specific reason for the failure. 
Upon closer examination, we find similar patterns of mi^mmuni- 
cation, poor coordination, conflicting demands, and emphasis on 
function rather than mission which contributed to each accident. 

There is now some evidence that th^ very same traifcs exist in 
our fragmented maternal health care delivery system* In 1980, for 
example, the General Amounting Office found that "the fragmen-^ 
tation of efforts among several fi^eral agencies administering 
th^ programs, and the lack of effective coordination among them 
have served as imi^ments to the delivery of comprehensive, high- 
quality services for children and pr^ant women." I am sad to 
report that we have done very little to correct thm problem. 

Today, I am releasing the results of a survey of 40 counties from 
across the country on the '*Chpj-acteristics of the Public Maternal 
Health Care System," which was prepared by the minority staff at 
my request. We asked a total of 91 providers about 8 important ma- 
ternal health services which should offered to help prevent 
infant inortality. 

Here are some of the highlights of our findings: 

Nutritional service are offered by the highest j^rceniage of pro- 
viders, 81 percent. Lalx>r and delivery is the least available service 
offered, with only 7 percent providmg this care. Thus, virtually 
every client must go to more tnan one provider in order to receive 
all needed services. 

Prenatal care, perhaps the most important routine i^rvice for 
healthv pr^ancies, is offered by just 38 j^rcent of the service 
sit^. More than half of public health departments offer prenatal 
care, but less than one-quarter of the private nonprofit organiza- 
tions offer this imix>rtant service. 

Fifh^«nine j^rcent of the providers who refer for prenatal care re- 
ported that they did not know how long it takes for pregnant cli- 
ents to b^in prenatal care. 

The m^ority of providers believe that there are obstacles to the 
coordination of services. Most cited reasons related to the lack of 
int^ration of services. 

We also found that there are unpredictable variations in infant 
mortality rates among the 40 counti^ The lowest infant mortality 
rate was found in a coimty that had the third highest poverty rate. 

We support 10 different federal prc^ams, which all have the 
same fundamental g(^: to lower infant mortality. But the basic 
flaw that thwarts the mission lies in the design of the maternal 
and child health care system. A woman may have to go to one 
clinic for a pregnancy test, to another for prenatal care, and yet 
another for nutritional services. 

The system is overly complex, specially for high risk clients who 
are least capable of negotiating their way through the bureaucratic 
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maze of programs. It wastes the talents of qualified personnel who 
bjcome frustrated by underutilisation. All too often providers are 
shackled by bureaucratic guidelines which discourage innovation in 
the delivery of care. In short, the current sjfstem is designed to pro- 
vide a service rather than serve a client 

We need a results-oriented approach to the problem of infant 
mortality. As with the tragedies I mentioned at the beginning of 
my remarks, Americans rightfully ask, ''Who is in charge?" We 
must ask ourselves, ''Has the complex system hidden us from ac- 
countability?'' 

Let »is learn from past mistakes to resolve the infant mortality 
tragedy. 

I thank you, Mr, Chairman, I apologise for being late. 
[Opening statement of Hon. Thomas J, Bliley, Jr, follows:] 

Opening Statement of Thomas J. Bulev, Jr., a Rkpreskntativk in Ck)NGRESs 

From the State of Virginia 

reducing infant mobtauty rates: learning from the past 

In the aftermath of a national tragedy* Americans demand explanations and ac- 
countability. Special investigative committees are quickly assembled to tell us the 
cause of the accident— for example, the Orings of Challenger, the wrong equipment 
supporting the Delta Force in Iran, and clc^d water valves at Three Mile Island. 
We fmd some solace in finding a Sf^ific reason for the failure. Upon closer exami- 
nation^ we find similar patterns of miscommunication, poor coordination, conflicting 
demands, and emphasis on function rather than mission which contributed to each 
accident. 

There is now some evidence that th^ very sc.ne traits exist in our fragmented 
maternal health care delivery system. In 1980, for example* the General Accounting 
Office found that "the fragmentation of efforts among several federal agencies ad- 
ministering these programs^ and the lack of effective coordination among them have 
served as impediments to the delivery of comprehensive, high-quality services for 
children and pregnant women/* I am $ad to re|K)rt that we have done very little to 
correct this problem. 

Today* 1 am releasing the results of a survey of 40 counties from across the coun- 
try on the '^Characteristics of the Public Maternal Health Care System/' which was 
prepared by the minority staff at my request. We asked a total of 91 providers about 
8 important maternal health services which should be offered to help prevent infant 
mortality. Here are some of the highlights of our findings: 

Nutritional services are offered by the highest percentage of providers, 81 percent. 
Labor and delivery is the least available service offered, with only 7 f^rcent provid- 
ing this care. Thus^ virtually every client must go to more than one provider in 
order to receive all needed servicers. 

Prenatal care, perhaf:® the m<^t important routine service for healthy pregnan- 
cies, is offered by just 38 pen^nt of the service sites. More than half of public health 
departments offer prenatal care, but 1^ than one-quarter of the private nonprofit 
organizations offer this important service. 

Fifty-nine i^rcent of the providers who refer for prenatal care reported that they 
diti not know how long it tak^ for pregnant clients to begin prenatal care. 

The n.^jority of providers believe that there are obstacles to the coordination of 
services, mmt c^ted reasons related to the lack of integration of services. 

We also found that there are unpredictable variations in infant mortality rat^ 
among the 40 counties. The lowest infant mortality rate was found in a county that 
had the third high^t poverty rate. 

We support ten different federal prc^ams which all have the same fundamental 
goal— to lower infant mortality. But the basic flaw that thwarts the mission lies in 
the design of the maternal and child health care system. A woman may have to go 
to one clinic for a pr^nancy test, to another for prenatal care, and ^t another for 
nutritional services. The system is overly complex, especially for high risk cli^ts 
who are least capable of negotiating their way through the bureaucratic maze of 
programs. It wastes the talents of qualified personnel who become frustrated b3 un- 
derutilization. All too often, providere are shackled by bureaucratic guidelines 
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which discourage innovation in the delivery of care. In short, the current system is 
dcssigned to provide a ^rvice rather than serve a client. 

We need a resuItsK)riented approach to the problem of infant mortality. Ab with 
the tragedies I mentioned at the beginning of my remarks, Americans rightfully 
ask, '*who is in charge?'* We must mk ourselv^, "h^is the complex system hidden 
from accountability?" 

Let us learn from past mistakes to resolve the infant mortality tragedy. 
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1^ of Program Cwmtlnatiofi 

Qx)e'<|uftn» of sQ «#omefi do not receive prcoatal me m the Hm trimesier of 
prc^nsRcy. A ckxcr look, ivcwfvcf, revcaU thmt «^lc over 80 pcrccm of mothers aged 25 to 39 
receive prcnauJ cart (rom ftixi if«nm«, oj% 53 percent of tecnigcrs rccciwc this seeded 
care, cecnc^eit toccm for ft dsptoportkmstc Ukarc of low tnnhvtpe^t babies and infam 
deathi, we lased to develop •ji.'Hopmte »tr«^»3 to iatrodisce ihem imo tl« icrvicjc syjietB. 
Current^, however, there seei^ to be » lack ^ ixiordifiattoa «a»mg scfvk;>e agencies that 
{mTvkk Ihij c«rc 

o 'Mefri dcpartfiiaJts with P!X^^»m» •ffecttng f^tOT«l wid infant Health should hcticf 
cowdimifc their pK^TKUi* ^ the (km reocmtmefidatiDf! for «4iat the F^ederat govemmem can do 
to rediwc infant roorti'^ly. jSotiibcni Re^ji^ T»k Porce on InfwH Mcmality. Bu st Repo n: 
fi>f ChjMr en of '^ofm>rro^. Ncwcinbcr 1965.] 

o "We afl toe to reoc^niie th:U our prenatal care system - of 'mm system' s a patchwork, 
scft of crajy <j«2t of pro^^ms. At the comnmajty tevd it is very dinkuh to figure out how 
these varioyf pca» (either. Any effon %o mprovc their ooordinsllon, to »in3p!ify ihetr 
rclaiktmh^Mi to iHitld t^m (ogether b what ! thtrdt time is io Vix the prt^km^ not 
increspenttS chai>ges it ttsc m&rpn,* (^nA &own. Prenatal Care Sti^ Dtrector, litstttute of 
Modicioe, NMkMid Acadot^ of Science*, m jnhm at Risk; f$ the F^ertU Oovemmem 
Asming Pr^^stal dre for Poor Women?. Tc&linioi^ tsefcac the Committee os Government 
OperatkM^, Se^^ember 30, 1987.] 

o •Women roust be na4t awe of the f«5 *my irf iwailaWe senses » soco » they become 
pregnant* It be be$t ^ presitftfit wc^^^ aod infants potiSd smre tH neoes^ar> services at 
one tocalion. Ai a u^nlmum, there mm be coordii»ik>ii progftim iiKJudin| Medicaid; Tiitc 
V; Maternal «d ChM Health Programi; the Spodtl S«i^>Jcfnema1 Food ProgrBnis for WomcL, 
Infants, and Children; C6mmuaity and Mjgrtm Keatih Ccqiciy; iodal and tivcKare services; 
ir^mal health ami m«tia) r^ardatkm teivieei; aulsitanee abuse; prevenUon and rdiabSiiafton; 
spccJm educatioa; and fw»ity planning setvto.* [Naiktnat Cctmmsssion to Prevent Infant 
Mortality, pea^h gefpf f? Ufe: Tttc Trafcdy of Infan t Mortality. AtigtcM |58a| 

o The Fcder^ lovemmenl, sbn^ with l^ie DDd beat health s^acie^ has a number of health 
cart progr&tm dirtied at prci^ttng or better timing pregnarKH:^ and impfoving V.t^ hcaHh ^nvi 
well-being of motheri and infanta. Hovwa, a coinprehei«t\* national strategy for using and 
coordinatmg fumis and ftaO* InvofvH in these numetmis and fragmented pr^rams is Iscking^* 
ICeneral Accounting OfBcc, Bette r Matit«#em ?nt snd More l^c$^rc^ Needed to $trcpgt|;cf| 
jFcdi^ral Ef(bm to Improve Pri ^gnamy Ootoome. ianuaiy 21. l9Sai 
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Congressional Invrolvement 
in Maternal Health 




ij3 



care m the Th» jypc of fra^^ied tystem kvch^ks fbar i^»n!c tutlKMuing O^Bmittoe^ 
cttch with one. or two (ubocmmuures with jurisdktkm ovt^ matm^ beaUb programs to sddakm, 
the Committee on Appfc^n'atioRS, *ilh fv«> stibccmimtleei, and the CbmmUlce on the B(d||et with 
three tsak fofccs, m«ke the majc^ funding (kctsions reg&rdinf a»tem&} hcAhh. 
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Federal Maternal Health Programs 




3000 



o TV U. S. Dq3*rtmcm of Ke*llh tnd Hmnw Senripea (HHS) ^ ihe U. S. Dqi^itmcnt 
of /VgricuituiT (VSDA) i!»re the respc^olbSity fm »dmintoHn| the mjtcraal bej^b (tfogrsim. 
At ims; iUthorUy k dffTused Oms^ the He«m» $^vk«, ibe HeAhh Care Fmindog 

AMnit^>tkm> vid the OIBoe of Hmn^s OeveSoptne&l Scrvipe*. la im% each lhes£ divlsJom 
eoier imo fwui jmx) tpcoseott ilie cutet tod pritnite lectt^ fifovk^n, USDA ftdmmlstm 
^ pm$ ttfider the ^o:^ St^iplooesul Bood Profr^ for Womea Mnm and Ouldrca (W!C) 
mihfif 28 Cbt3Jt»odjty SwppicincmaJ Food Profrtm Projects. 

Tbcre is t secoisd fa^wf of Bdmintsiittkm it the fF*0tec level, whkb k mosi oflcu perf omed 
t)y m slite* Hovicvef ^ there m«y Abo be imt^ber feforate j^tolec for s tpedfic program within a 
(Ute, Tbos, entile^ mif be fWther divided m«icn«} ht^ih semccft are ictua% 

ddJvered «t Ihe (cud b)r s wietjr of provfdcii inducHa^ thoiisar«& d pfivile ^ocU»s snd 
boipiuSi; 4^ TlUe X eim|Q% 7;$00 WIC S50 et^Mmmity be»!|b ocnicrt, 3000 loctS bc&lih 
depimDems* tad )25 ml^m betlth centen. 

orttniz*$ioo»l cto doai oat ii^dude iMher of progf »n» i^ticb tre only ffKj^rectJy 
related to mttenuU be«hb* but wfUcb are beeomix^ {ooettlni^ imporum to healthy pregnancy 
outoomea. Such profrtms bdudc akoho) and dm| abme pxcvcoticQ aod control of tofcct>ou» and 
sesQtSy irtnsfflHted diseases, iadu(&ii| the humas immuixxicfiacacy vjrui (HIV). Nor doet thts 
chart include the research oompoDest of loweiiaf the infant mortality rate. Tbus» if all programs 
were mdyScd, the chwt swniid be iignifkantiy expaodedl 
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US. Infant Mortality Rates, 1968-1986 
rales per 1.000 of live births 




1970 «T5 T^o ms 



o njc desclmc of ijjfwjt mortsHt^ raic* is Ihc WQi, tknvQ Is ll» ch«rt fthovc, ha* bcco 
ftStrdKti«d Urgefy to the kivcntioQ of medical tcdinoSc^ for the ctre ^maiure smJ oit^ 
oitkanj? iti r^wbom. Is the 19^^ Ihli (kdmc liat ^kswod tfememkHts^^ psn^ because of a 
lack of pfogrea m pfmany pftvcntkok cf cooditioftt whkh }aid to ifiTmni dc«(h. 

fimJ infft&t aire; provtsba of prcnatil care services in liics mmt ffcquas% used by high ri^k 
mdi^nl wtKBCn (c.g^ oranmuftlty bciihlj etnien, malcm*! *(td infsni care pn^rm, hospjial 
ouipaiicni dep«fimcn! &m.* fccclth ^fcparimcci ctmk*); and rip5Ci*rch to identify causes of 
perinstal loss. 

o lo 1978, the mf«5t rnortalii^ rite for Whiio WM IZO (icAfhs pet 1,000 live birtht; fof 
macks 23J pcf t»O0a lo !9fi3. the rate fof ^ic» dco'cascd to 9.7 per 1,000^ for Black* 19.2 
per l»O0(X One oq^nalba for the h^tcr r»!e of B!»ck M$ni <^ihft is tlut Kack t»rihs w 
roorc cooociiijattd in the high risk powpt. la 1983, 2S,0 petecm of «n Btsck birth* were to 
teetiajge roofhcrt, compared to 12.0 percsent Vfhiic binti Accordif^ to the Depaitmajt of 
Health u)d Kumao Services^ mothen &tc $ko mote Uke^ to reccfve late preoatsl cw. 

(TV /pa? Wtfisfi* Otfecih^yjir ^ ikMi««r Office a< DiKm fftMsUo^ ^ Hc*lih Procoiiott. Pu(6c HoJtli 
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0 chart show) the Veadi&g causes d y^m mMuHty %vith Hith Mcci% (HrematuHt^, 

and suskkn mffimi death vyi^nm wocmntini fos r:% d ^ infiut deit^ A1Uk>i»^ btCtnt 
momiity htt (helmed 4tinn| U)f 20ih cemuiy^ Ibe perooit^ detths resuhiog fmm 

iw!h defects hfts lncrt«$od tteadiljr. lo 1966 deledt «cfe to uockf)^ ^ ccmu^ttsf 
cousfi of fof 9093 (233%) mftm*. Tbc fedemi ftwmmyjt ind 22 $uic» maimtiD 

o SmSdeu lafftsii [>caih %Qd{mne li the qioti tmpoiisflt cause of potlocoaaul 

inonality, to 1^83; tJw rate for SIDS wis UZ2 100,000 htrths, acpcnmiini for mote than 
« IhinS of postfiear»tal tfeathSL 

Ottwx fecicw known to hawe a ocfttive mifiaci m infam ia(ma% inclydc the 
continying high rale erf (ccnsge prepiocy lad hsjrim impeding access to ptcnatai, permaia} 
and infsftt care, particulariy for hi|h risk ^mipi. 

(7»t ;p{« /We^ atj«(«^f?$ At Nexm. A H>dctmtx /firm. C»&< of OdeiK fnvcmiPd »wi Ha^ from^tkm. rDt«c Hci^ 



17 



of Eepregtntatibeif 

saiCT cou«Krrr¥f cm 

CmU^^, ¥OUTH. AHO FAMH.tf $ 



private t lucMHM »«0I 



The Challense to Reduce Infant Mortality: 
Characteristics of the Public Maternal Health Care System 



OMxjrcs«s»n ThmM I Wksf, RkiSe^ Miniiuy Mcmto 
Setest Cbmsuiu$e oo Qt&tai. Youth, Fumiiet 



Is 1%^ the United naked ISife is Use wtsid Ib tn i^tm tsons^ mie. TWesr? 
5«m i«tef , ite^ the ^oli&f«k» of 

^tts^ Soppkaoemt Pood Proptm fcr t^b^ »xi Ch3*lreji (OTC), »aa « ^wksty of 

AHhoQ^ the toto a»its% me Im do^taed to pmw^ polk^ mitai eombtie to he 
&imntaf ihai the Mn^e tsmut! neditc^ is the rtte fSomod durii^ the 1936^ 

TtJC fmttr^ioc mm imo pusd^Dcm »tes • <te» locdc b^m4 the ectto is tskea 
tad compmom fre m«dev A^bejoffa Mwradtrtgcctt ycAed tegiod ig the imioa to ihc oi«^ 
lobn^ nxvt^ im ia t9SGi, ^ umi bbefci hi^ thm &sr islKb L»mltsi 
«^ r«d» 4^ owrtO. Cbifflcxtfcai. whiA the h^|S»t pci»<«^ 
oitico. bad i h^^bcf Mack fnttm ©oiti% r»ts thim Ateam wtiid> mks 46^ m pe«ooil 

oeod to uj)deiBUiid w{qr »ud} «^cm»e$ if «e sue lo m*J» Hgniikani ptpgms 
m the rpdmkm of iaftm mortftiity rttei before Ihe cad of il« 20th ccaiuiy. We know that 
&^ is nw ceminfy » t^act m icdui^ ^apontsi ^tfcim^ ctre. Wh& over go pcjcent of 
moihen 25-55^ nescchv piw»t»i ewe m the trimciRer. onJy 53 petsmt of tecnagm 
resceive this needed ewe. Siwc »es»^ tocnuni for » dispopoftioaftie of hsw 
Nithwcighi hAhk» w>d fefwit ^ mm eouskter ^t hwtitti they face m wOdn^ cafc. 

A more compkie umlertiaRding erf the csdstiag temoe $y»tctn i$ ncceswry pm>r lo the 
fomukiiOD of publk pois^ m this vital l^shh Thus. I ajkcd the minority stsff of the 
*etcct comtntuee to contider w-f^ai b^nicn women face in ^king care in ihc puDJic fic^iih C4re 
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In respond to my request the mlm^ty comfucied tei^f^itofit lurvey ot pybltdy 
sujrpQrted he»ltk fftcfiitks acrao (he oomttf^. A smc «ia rendomhr ?hos^ from tstch of (t^ 
ten rcgkH» <$ei{|n*icd by the U, SL Depanrntat <rf HetUh Humw S«v»<». Tout cotmins 
m eads suti^ were rasdomi^r tdgcted re|»esc£i mitifi aad rurRl imi sad t!» rel^i^ 
ccoiKHmc $}tuiitioii Bacauss a cotmty my hm!t$ mnit: than one puMkiy^auppoited sgesic^, 
tmti of 91 servss Kies were &iiiv£y^ 
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Sismte geacrt^iaa of »t»n vk ntf«! »ad Ahtoigbthc 
i%«ft^ powity r»tt^ tlKte ^pcm to be em^ 

of coumiei (urtsej it»(wc po«3«y lewd mts*B bcfaw Se^ m«l poverty, 

oae of ttfi lowetf flouair 









% 6f Sitn 




di% 


foo^ or fiDOd wo««^tfi 


72% 




»t« 
rf% 










$9ttem mmftm earn for n^-f{*ii wmw 


14% 




4S% 
35% 
01% 


rorm«} mitral* f» ^rnviw fl^t olftmd 


TD% 





NuimkMiil servto wid cduoKkm a the rao« wMelj? *v»a*J^ service « ihey t« 
piwsk^b^m pcn«mt^f«t?vkim. Hw(^. im n ptftx&t Mctii^ pra^ f<x^ or 
food vDuchmw 

The ovcMwImtni ms)mny of dicnu arc rcfcfred for Ubof and skUvciy scivk^, ualy 7 



ERIC 



pt^aeni fmf^t4£ otsictfie «re. Mo« c\knt» therefore fsoe a chan^ m iheir hcAlih care 

Prcnaua care is o^Tc«d by oaiy 58 fx^oecl of the Jicfw« THerc i*. howrvcf. a 
Sigmficam di^wnoc bcft«5c» ite jmbfe Afsl jmvaic secUMV Mmt ihao hatf of ihc 
jH^rfic hetHb d«^mes}|i prcMdc cjue, bui tess than cmt fouith erf ihc private 

rKm-proHi ofginisiaom dtcf thif impsHUot sorvsae. 

Ato ddjvetyi «ca« dkatt retsm le tte f^^kly uippcmed s^ite^ ^ r>»txs>e their 
ttttlife «fc, Howwcf. ibcy liod Oai 45 pmm of fax>vitoi offer pa^^fsaitum 
cue 



Obstactes to Coordinated Prenatal Care 




Who Clt^ 
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Qfi^tl of e$er^te»t^ 
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turf -fighting* tmdog pro^fAmt 
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eoenSiftftti^ wtlti 0rtv*i« M0'« 




1 


eenfh^ti«llty el ftcordt 
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The msprit^ of rc$pondcnu beUcve lhai itet are obstac^ lo the coordination of 
services for clicms. Most cited ressom reUled to the bdt of iorcgraiion of serweea. It 
IS infonnstfvc to nole lhai ouly I ciicd *finam^ problems of patents.* 

^Vhi\c "^0 pcTC^m i f pft.viticn rcicr l^^c cjicm lof oif>ef scrvtcc*. uniy !H percent of the 
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Uott thta two'^bkdi (fiSft) of &oie som^ttf icier «m»mii for ueMmem oC dmf 

Woaea teetia| piqa^ ewe vnj'K tfcmt,4 w awgy ddiy qf wecki beforg 

Qibt ftw Uks dtaioi wto kept ihii {dfiootfifio^ nd tSun^xi^ OKikS so^xiDd to 
ioog It oket &r pfi^saot dkm to pmnal cur. 
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ai<tm»» «nd atmf »Mt!i Sfe»elt Ormnt 


84% 
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Ottitr ruatft 
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Of tlKK fiifv^foii 8S peroem recd^ TTpeimK 
r<:odv«d i ^iport firoB 1 or noee todleg rxstccx Mt&^ scR^tes Urn 

Wt^ Megkikf tod W{C ^ the Urfsst lotnm of |^»^ fuadi!^ sk^ a»0 hi^ cT 
a» sfcadci rcfntt sbcf i«el«« imc ipj^nipvMosii lodAar Mfttennri imd Quid 
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Chairman MiLUsat Congre^man Rowland. 

Mr. Rowland. Thank you, Mr. Chairman. Mr, Chairman, all too 
often women who need maternity care encounter barriers that pre- 
vent them from receiving this care. These barriers may be finan- 
cial or bureaucratic or educational in nature. 

There is a wide range of these barriers. And tc^ether they repre- 
sent one of the most difficult problems we face in trying to iWuce 
premature births and the high rate of infant mortality that we 
have in our country. 

Mr. Chairman, I commend you for calling this hearing to give 
the committee an opportunity to identify these barriers and help 
develop pn^frams to overcome tham. 

Today, Mr. Chairman, I gue^ I am wearing two hats: one as a 
member of th^ select committee; and the other as the Chairman 
of the National Commission to Prevent Infant Mortality. 

The National Commission has looked into obstacles that are 
pla<^ in the way of women who need early prenatal care. And in- 
formation that we obtain in these hearings will be an important 
addiKon to the National Commii^ion's work. 

As those of you on the ^ect committee know, the Commission 
has been advocating the expansion of home visiting programs, the 
implementation of a concept of one-stop shopping, and the develop- 
ment of a home health handbook for pregnant women and chil- 
dren. 

These programs, which are designed to help remove many of 
these barriers, are included in legislation entitled "The Healthy 
Birth Act of 1989," which is now pending in Congress, 

Home visiting programs will identify high risk populations and 
work with these populations to promote healthy births and infant 
care. 

One-stop shopping prt^ams will enable women to qualify for a 
vanety of services imder a consolidated and simplified system. 

The home health handbook would inform women alx>ut prenatal 
and infant care and provide an ongoing record of her pregnancy 
and the health of her child. 

I look forward to discussing these and other ideas and learning 
more about what we can do to lower the country's shameful infant 
mortality rate. Mr. Chairman, in a survey that had just been com- 
pleted by the Medical Association of Georgia, in my own state, 
nearly one-third of the responding physicians said they had discon- 
tinued some or all OB service within the last three yeai^. 

One in five physicians in the last three years have stopped alto- 
gether delivering babies. And in South Georgia 42 percent of those 
re^nding had either cut back or stopped doing OB. 

The most frequently mentioned reason for this was the ever- 
present and ubiquitous threat of malpractice litigation. 

Mr. Chairman, this is a cancer, I believe, on pregnant women, 
particularly in rural areas and in inner-city urban areas that we 
must find £ way to deal with. 

Thank you, Mr. Chairman. 

Chairman Miller. Thank you. 

Mr. Walsh. Thank you, Mr. Chairman. I commend you for call- 
ing this hearing today on the crucial issue of infant mortality. The 
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health and prenatal care provided for piegnant women is an issue 
of increasing concern. 

It is my pleasare to welcome two witne^ra from my district this 
morning, Ms. Kathy Rnscitto of Syracuse, N.Y. who servra as the 
Ononda^ County Administrator for Human ^rvic^. Ms, Ruscitto 
is a Board membar of the Maternity and Early Childhood Founda- 
tion, 

I ako welcome Dr. James Miller of l^fwiuse, who serves as the 
Commi^ioner of Onondaga Count;jr Health Deimrtment and Presi- 
dent of the New York State A^wiation of County Health Officials. 
I would like to thank you lK)th for coming. 

In tim^ of limited health r^urc^ and alarming pi^nancy fig- 
ures, the pr^ent health care system makes it difficult for pr^nant 
women t^ get the services they ne^. Because of this fragmented 
system, the number of infant mortaliti^ is rising. 

Within my district alone, the infant mortality rate is higher than 
other citi^ with comparative economic and demographic back- 
grounds. 

We must attempt to redefine the prenatal care system and its 
structure. The already existing pn^ams which m&A maternal 
and infant health should better coordinated and made more ac- 
cessible. It is OMT responsibility to try and provide a better system 
to combat the problem of infant mortality. 

I am a «)six)nsor of Mr. Bliley's bill to amend the Public Health 
Service Act. The amendment would consolidate federal programs 
with resi^ct to maternal and child health. 

Thank you, Mr. Chairman. 

Chairman Miller. Thank you. 

Mr. Machtley. Thank you, Mr. Chairman. I, too, commend yon 
for having this hearing on a most important subject. I appreciate 
the opportunity to take an in-depth look at this very critical issue. 

I frankly admit to l^ing more than mystified, perham a little 
horrified, that a nation as great as ours, with so much that we 
spend on health care, is ranked 17th in the world in infant mortali- 
ty. 

Obviously, we are not targeting our available resources in the 
right direction. The availability and utilisation of prenatal care has 
a direct correlation with a healthy baby. Yet, we seem to be si^nd- 
ing billions of dollars on neonatal intensive care units. Whereas, 
fewer dollars spent on prenatal care would have prevented the 
burden of extensive hc^pitalization. 

Dr. Roseman, Chairman of the Public Health Serace Expert 
Panel on the Ck>ntent of Prenatal Care, stated that a . . . "singiilar^ 
ly important resource to our society is the newborn infant if bom 
with the capacity to function well in our world. In contrast, if bom 
already deprived, unable to function with full equality as a new- 
bora citizen, waste and harm come to the individual and the com- 
munity.^' 

Frankly, this world is not an easy place. We must ^ve th^ kids 
a fighting chance from the veiy beginning, from their first breath. 

In my own State of Rhode Island, I am particularly concerned 
al:K>ut the infant mortality rate of minorities. In 1987 the infant 
mortality rate for white babies was 8.1 deaths per 1,000 live births 
compart to 10.8 for black infants. 
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Barriers such as lack of knowledge, lack of transportation, incon- 
venient clinic hours, inadequate number of health care providers to 
staff clinics, language barriers, and malpractice and liability con- 
cerns particularly of OB/GYN physicians all contribute to this 
tragedy. 

I look forward to hearing the expert testimony presented here 
today. I hope it will provide insight into how we got into this situa- 
tion and where we should go from here. 

One of the r^ommendations made in the August 1988 report by 
the National Commission to Prevent Infant Mortality was that the 
health and well-being of mothere and infants be given national pri- 
ority by providing early coordinated care to those mothers who are 
at risk. 

Our nation will te stronger and more competitive in the world 
today and tomorrow and, frankly, save money for remedial care. 
Thank you. 

Mr. DuRBiN. Thank you, Mr. Chairman. We've had hearings on 
this subject before under your leadership. I commend you for bring- 
ing this issue back before this Committee. 

I remember after one such bearing traveling to the Midwest and 
listening to doctors who provide the care to pregnant mothers and 
children at risk telling us that they didn't have the funds, that the 
rates weren't adequate, that the liability insurance that they have 
to carry was so great that it forced them out of th^ business. And, 
thus, those limited resources that those people had to go to were 
dwindling. 

That was two years ago. Fm interested to see today, with the wit- 
nesses and the testimony, where we are today, what is happening, 
and if the problem has changed at all. 

And so without any further ado, I would ask that we move along. 
Thank you. 

Chairman Miller. Thank you. 

And I thank you all for your commendations for my holding this 
hearing. The prime mover behind this hearing is Congressman 
Bliley, who has been working in this area on his other committee 
assignments for a considerable period of time and has asked that 
the Select Committee again review this continued national prob- 
lem. ^ I want to thank him also for his participation and sugges- 
tion of these hearings. 

And with that, we will welcome Dr> James Mason to the Commit- 
tee. Dr. Mason, welcome to the— oh, Congressman Martinez, do you 
have any statement? 

Mr^ Martinez. No, I haven't a statement. 

Chairman Miller. Okay. Thank you. 

And if you'll identify the othere with you, welcome to the Com- 
mittee. And you proceed in the manner in which youVe most com- 
fortable. 

This is usually a committee room that's reserved for the budget, 
so nobody gets too close in here. We can see you. We may not be 
able to hear you. But welcome, in any case, and we look forward to 
your testimony. 
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STATEMENT OF HON. JAMES 0. MASON. M,D., ASSISTANT SECRE^ 
TARY AND ACTING SURGEON GENERAL, U.S. PUBLIC HEALTH 
SERVICE^ DEPARTMENT OF HEALTH AND HUMAN SERVICES, 
WASHINGTON, DC, ACCOMPANIED BY DR DUANE ALEXANDER, 
DIRECTOR, THE NATIONAL INSTITUTE OF CHILD HEALTH AND 
HUMAN DEVELOPMENT; AND EAMONN McGEE, DEPUTY DIREC^ 
TOR OF THE DIVISION OF MATERNAL AND CHILD HEALTH, 
HEALTH RESOURCES AND SERVICES ADMINISTRATION 

Dr. Mason. Thank you, Chairman Miller and members of the 
Committee, We appreciate yonr setting up this hearing and for our 
invitation to participate. 

Fra accompanied by: Dr. Duane Alexander, who is on my right, 
who is Director of the National Institute of Child Health and 
Human Development; on my left, Mr. Eamonn McGee, Ifeputy Di- 
rector of the Division of Maternal and Child Health, Health Re- 
sources and Services Administration. 

Nearly four million babi^ are born in the United States each 
year. In 1988 an estimated 38,700 babies died before reaching their 
first birthday, resulting in a provisional national infant mortality 
rate of 9,9 deaths i^r 1,000 live births. 

This is an all-time low rate, and that is a very positive develop- 
ment, but I have to raise a word of caution that th^e are national 
figures, averages of 50 stat^, and almost 3,000 communities within 
the nation. Within that group, there are variations, some going up 
and some going down. 

This infant mortality rate is offset by at least five pressing con- 
cerns. First, as you have mentioned, Mr. Chairman, there are 21 
other developed countries that have lower infant mortality rates 
than we do. Some of th^ are substantially lower. 

Second, there are great differences among population groups 
within the United States. In particular, the black infant mortality 
rate remains twice the white rate. 

And, third, the rate of improvement has slowed, and facton» 6uch 
as low birth weight and access to prenatal care have shown no im- 
provement at all in recent years. 

A fourth problem you have mentioned. It is the Rowing impact 
of drug abuse and related behavior on infant mortality. 

And, finally, the problem of malpractice liability, which becomes 
a barrier or provides a chilling effect to the practice not only of ob- 
stetricians, but family practitioner particularly, in underserved 
areas, where service are m(^t needed. 

Our infant mortality rate is almost double the rate of Japan and 
some &^dinavian countries. I have said on various cK^casions I 
think we ought to be more concerned about Japan's lead over us in 
its ability to produce healthy babi^ than its ability to produce cars 
or electronics. 

The infant mortality rate for blacks in this country is about 
twice the rate for whites. In 1987 the infant mortality rate for 
blacks was 17.9, a rate comparable with the infant mortality for 
whites 25 years ago. 

Rates for some other minority grouM, while not as dramatic as 
the black rate, are problematic, too. feefore we even think about 
reading too much into the figure for whites, we should remember 
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that a dozen countries have lower infant mortality rates than our 
infant mortality rate for whites alone. 

The 10 leading cau^ of infant mortelity in order of prevalence 
are; congenital anomalies, sudden infant death syndrome, respira- 
tory distr^ syndrome, prematurity, maternal complications, hy- 
poxia, injuries, perinafcal infections, placental complications, and 
pneumonia and influenm. 

As we try to focus attention on the likely ways to reduce the na- 
tion's infant mortality rate, we must look clc^ely at the problem of 
low birth weight. In the scientific community, there is general 
agreement that the mc^t critical factor in an infant's ability to sur- 
vive is the infant's birth weight. 

And, of course, we should remember that of those babies who do 
survive birth, those with a low birth weight have a much higher 
inciijence of severely disabling conditions and at devastating emo- 
tional and financial cmts. 

In recent years we have not recorded any improvement in the in- 
cidence of low birth weight or very low birth weight. We know 
what risk factors are mc^t frequently associated with low birth 
weight: behavioral factors, such as smoking, alcohol, and drug use, 
poor diet and nutrition. 

Smoking accounts for approximately 25 percent of low birth 
weight and 10 percent of infant mortality. Each year about 5,000 
fetal dcohol syndrome babies are born in this nation. As high as 10 
percent of the mothers delivering babies in this nation are addicted 
to various substances* 

There are biomedical factors, such as the age of the mother. 
Under 17 and over 35, for example, produce a risk, poor maternal 
health, having many children, and any untreated conditions during 
pregnancy, such as diabetes or infection. 

There are social and environmental factors, such as poverty, 
streffi, low educational attainment, teenage childbearing, and expo- 
sure to environmental toxins or hazards, such as lead. 

Many of these factors can be identified, and they should be iden- 
tified and addressed before pregnancy, in primary care, or early in 
pregnancy through prenatal care. 

While there is no panacea or m^e formula for eliminating our 
nation's infant mortality problem, we know from the achievements 
of other countries and of some of our states that if we just applied 
what we already know about health promotion, reduction of behav-^ 
ioral risk factors and access to quality primary health care, we 
could reduce infant mortali^ significantly in our country. 

We estimate that we could save 10,000 of the 40,000 babies who 
die each year just by applying what we already know about things 
like one-stop shopping, case management, outreach, and home visit- 
ing^ Our goal must be to have every pregnant woman involved 
early and continuously in prenatal care. 

The savings in human and economic terms would he enormous. 
For example, in 1988 the National Commission to Prevent Infant 
Mortality eE.imated the hospital costs alone for low birth weight 
babies were in the range of $2 billion annually. The C(M of provid- 
ing prenatal care to thc^ not receiving it now would be about $500 
million annually* 
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To produce healthy children, we need to think as broadly and as 
expansively as we can about the medical^ f^ychological, and scK^ial 
factors that contribute to that goal It*s not enough, as we once 
thought, for prenatal care to focus on purely medical issues of the 
final trimester of pregnancy. Rather, we need to expand prenatal 
care to the earli^t stages of pregnancy. In fact, we must inaugu- 
rate care before conception. 

Healthy children are not the products of skillful physicians 
alone. Rather, they require an extensive network of nurses, social 
'vorkers, nurse-midwives, counselors, and volunteers all attuned to 
the mothers' cultural background, personal habits, and social envi- 
ronment. 

Healthy children demand the mother's attention to factors rang- 
ing far beyond the med^c^ requi[rements of new life within her. In 
fact, virtually every aspect of the mother's personal behavior, what 
she eats, what she drinks, her dispcsition to smoke or abuse drugs 
and, beyond that, her general morale and her grasp of ^sential 
parenting skills, bear critically on the health of her child. 

Healthy children require not only caring mothers, but dutiful fa- 
thers and healthy families as well, families that are thriving psy- 
chologically as well as physically and that can provide an immedi- 
ate environment of care, support, and knowledgeable attentiveness. 

In short, in order to have healthy children, we must tend to far 
more of their immediate medical needs. We must construct around 
them an extensive, tightly woven, nurturing canopy of adult con- 
cern and responsibility. 

Now, I know that these are long-terra goals, but we must head as 
a nation in that direction. That must be the course that we follow. 
For the Bush Administration and, particularly, for Secretary Sulli- 
van and myself, addressing the infant mortality problem has 
become not just a duty of office, not just the work of a doctor or a 
public official, but a mission to be pursued with all the resources 
we can muster. 

As Secretary Sullivan put it, this is not just an important cause; 
it is going to be a crusade. That's why one of the first steps the new 
administration took was to send Congress a proposal to expand 
Medicaid coverage for pregnant women and infants. 

Our projKml would rai^ Medicaid eligibility to 130 percent of 
the poverty level, require states to cut red tape by implementing a 
Medicaid presumptive eligibility proce^ for women seeking prena- 
tal care, provide Medicaid coverage for immunization of children 
under 6 years of age who are eligible for Food Stamps, and provide 
an additional $20 million in each of the next 2 fiscal years for dem- 
onstration projects that promise to increase the proportion of 
healthy pr^nanci^. 

These proposals would increase by approximately 374^000 the 
number of pregnant women and children eligible for Medicaid. We 
feel that this is a broad step in the right direction. 

Thank you, Mr. Chairman. We appreciate the opportunity to 
appear tefore this Committee. We*d be happy to answer any ques- 
tion you or members of the Committee might have for us. 
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Prepared Statement of James O. Mason» M.D.. Assistant Secretarv tok Health 
AND Acting Surg^n General, U.S. Pubuc Health Service, Department of 
Health and Human Services, Washington, DC 

Mr* Chalxmn and Mffimhera o£ the Cossaltteei 

I weiccaie the opportanity to discuss with yon today the problem 
of infant mortality in tha United States. 

Oror two hundrad years ago our z>ecXaration of Independence 
expressed Americans' inalienable rights of *Llfe^ Liberty and the 
pursuit of Happiness But a great number of our youngest 
citlssena will scarcely have the opportunity to exercise the laost 
basic of these rights* !I1iat's because nearly 40,000 Americans 
bom this year will not live to see their first birthday. 

Another 400^000 infants bom this year will live to their first 
birthday but may becosae statistics of another kind. These 
unfortunate children will be bom with or develop chronic 
conditions that are disabling enough to deprive them of true 
independence • 

Our achievements as a nation are Isnown the world over. In 
science, technology and the arts we are world leaders* But the 
grim statistics just cited vividly remind us that in spite of our 
great accccnplishments, for many of our yotingest citizens ^ the 
American dream remains elusive. What makes matters worse is 
that %?e know all too well that many of the conditions ^ich rob 
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Infants of a healthy, independent life or even of life itself, 
could, by proper prenatal and pediatric care, be prevented , 

I'd like to share with 3^^" today we in the Piablic Health 

Service know about infant xrs>rtality and how wo are working to 
ixt^lexnent those alternatives ^ich have the greatest potential 
for bringing Federal, state, local and private sector efforts to 
bear on the probleza. 

Nearly four million babies are bom in the United States each 
year* In 1988, an estimt^ 38,700 babies died before reaching 
their first birthday, resulting in a provisional infant mortality 
rate of 'I *B deaths per 1,000 live births ♦ rRiis ie an ali-ticja 
low rate and that's a very positive develoi^nt. But it is 
offset by three pressing concerns* 

First, there are 21 othar developed countries which h^^ve lower 
infant mortality rates than w® do, smiie substantially lower. 
Second, there are great differences among population groups 
within the United States; in particular, the black infant 
mortality rate resxains twice the whit© rate* And third, the rate 
of improvement has slowsd, and factors such as low birthweight 
and access to prenatal care have shown no improvement at all in 
recent years* Iiet^s briefly consider each of these issues* 
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Flrdt, about our ranking emmg the Industrialised nations of tho 
wrld. Our rata is als^^st double thu rate of Japan, cnirrontly 
the lowest axwng the industrialised countries, or the 
Scandinavian countries. I've said on various occasions, i think 
we ought to b© s^re concerned about Japan's lead over us in its 
ability to produce healthy tobies than its ability to prcHiuce 
cars or electronics. 

Japan has cose a long way to overtake us in infant mortality. 
For exaaxpie, in 1960, Japan had an infant ^rtaXity rate 20 
percent higher than the U.S- rate. However ^ in the years from 
1960 to 19BS, Ja]^ reduced ite rate fro® 30.7 to 5.5, a 
reduction of 82 percent:* During that same tisie period, we were 
able to lowr our rate from 26. D to iQ.6, a 59 percent reduction. 

A second concern is th© high infant mortality rates among certain 
groups within the United States, a*h0 infant mortality rate for 
blacks in this country is about twice the rates for whites* In 
X9S7, the infant mortality rate for blacks was 11.9, a rate 
comparable with the infant mortality rate for whites 25 years 
ago* Rates for swne other xainority groups, while not as dramatic 
as the black rate, are problsD^atic too* And, i^fore we even 
think about reading too much into the figure for whites, we 
should rei^mber that a dosen countries have lower infant 
mortality rates than our infant mortality rate for whites alone » 
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The third concern is that oar infant ctorfcality ratos haw shown a 
geuaraX slowdown in iss^provtss^nt . During th& 1970' Sr infant 
sortality declined annually tsy 4.9 percent for whltea and 4.1 
percent for blacks. But in 1987^ the rate of decline in infant 
t&ortality for whites was only 3*6 percent and the black infant 
mortality rate declined by less than one percent for the third 
straight year* 

^^d;l^ff p aueas , Intent HortaXity ; 

The ten leading causes of infant isortalityf in order of 
prevalence r are& congenital anomalies ^ sudden infant death 
syndrome (SIDS), respiratory distress syndrme, preauaturity, 
aatemal cc»^l* cations # hyj^xlat injuries^ perinatal infections, 
placental complications and pneumonia and influenza. 

It is worth noting that the ^ry troubling black-white disparity 
in infant mortality rates all but disa^ears %^en we look at the 
deaths froiQ congenital anmalies. This is the only leading cause 
of infant death for which there is no significant black-white 
difference. Since cong^iital gnomnlies are related to genetic 
and biological factors, this suggests that social, behavioral and 
environmental factors account for the major part of the blacks- 
white variation* 
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Blrthw0ight 

As WQ try to tone attention on likely wayts to reduce the 
nation's infant mortality rate^ %m must look closely at the 
problem of iw hirthweight, la the sciontific cc^mimity, there 
i« gimeral agreeo^t that th© Eost critical factor in an infant's 
ability to survive is the infant' 8 birth^^ight. Babiss bom at 
what conoidor low birthweight, that la, lE^low 2,S0O gram (5 
lbs . f 8 ozB . ) are 20 tixnam mora likely to die than those born 
AiHive 2,500 grass, miile thoro are mre than 250,000 low 
birthweight babies bom each year, only 7 percent of all live 
births, they account for nearly SO percent of ail infant deaths. 

Babies bom at what we consider \rery low birth«eight, that is, 
below 1,500 grams (3 Iba., 5 oss.), most of whom are premature 
deliveries, are 40 tiices more likely to dio than those bom above 
2^500 grama. 

And, of course, we should rmsember that of these babies who do 
survive birth most do bo with smich higher incidence of severely 
disabling conditions and at devastating emotional and financial 
costs. 

In recent years there has been no iiaprovement in the incidence of 
low birthweight or very low birthweight. 
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m iasiw %rhat risk factors are moet frequently associated with low 
birthwightt 

o iSiexQ aro behatrioral factors such as mokinq^ alcohol 
aiul dmg oao, pc^^r diet and nutrition* 

o ^ere are bicmedical factors ^ such as the age of the 
mothor {uxuier 17 or oror 35), poox maternal health, 
having matiY children r and any tintreated conditions 
during pregnancy such as diabetes or infection. 

o There are accial and environn^tal factors such as 
poverty I stress , low educational attainment, teenage 
childbearing, and exposure to environ^ntal toxins or 
hasards such as lead* 

Hany of these factors can be identified and addressed before 

f^qnonay, in priisary care or early on in pregnancy through 
prenatal care. 

And# while there is no panacea or magic formula for eliminating 
our Nation's infant s^rtality problem, we know froxa the 
achievements of other countries and of somQ of our States that 
if we just applied what we already know about health promotion, 
reduction of behavioral risk factors, and access to quality 
primary health care, we could reduce infant mortality 
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significantly. Ife estiiaate th&t via could sa-ro 10,000 of the 
40,000 bablae %«iio die each year, juat by applying ^at we already 
know £^ut things like caae management ^ outreach and home 
iriaitlng • 

The savinge in himan and economic terms would be enormous. For 
exao^le, in IBBB the Kational CramiBsion to Prevent Infant 
Mortality tsstissated the hospital costs alone for low birthweight 
babies were in the range of $2 billion annually* 

A recently developed inventory of Federal prograsis related to 
infant mortality indicates a tot^l of 53 Federal programs 
adialnistered by 20 Federal agencies address issues related to 
infant mortality, fheoe prograsts provide for such activities as 
health services? social services training, education/ health 
promotion ; research? public assistance? drug abuse treatment and 
prevention, nutrition, data, and information. They represent 
decades of creativity and dedication by thousands of escperts 
across the land» 

Y^t, iQ I said earlier? we can and nmst do better* New 
approaches are necessary to reduce the infant mortality rate 
further. To that end? yois should know of an effort in process * 
I chair an interdepartaiental Task Force? convened by the White 
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Ho«B0 that is nem ccmducting a brDad^-based review of the Nation's 
infant s»>rtality problem To assisre that our view is 
c<»33prehen3ive, the Taa}$ Force has members freest the Departments of 
Agricultura, Cons^rce, Defense, Education , Energy , Bousing and 
Urban Development, Interior and Xaabor* We also have 
representatives from many of the offices within the Office of the 
President ACTION , Cabinet Affairs , the Council of Eccnomic 
^visors, the Dcaoeetic Policy Council, the Office of the 
Physician to the -President, the Office of Management and Budget 
and the Office of the vice President, 

The membership o*" the Task Force tegins to suggest the range of 
efforts addressing infant mortality now underway within the 
Federal Government and the complicated and interconnected nature 
ot this problem. 

Current Activities In the De oartaent 

Within the Department of Health and Human Services, Secretary 
Sullivan has identified i mp r ov ing access to quality health car© 
for low^lncosse and minority pregnant women and infants as a 
t^epartsiental initiative* 

The thrug^t of the Departstient' 8 eitisting efforts is based upon 
these principles s 
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o Access to and utillssation of the full range of 

pregnancy and infant health serviceo are essential 1£ 
the infant mortality rate in this country is to be 
lowered. Prenatal cara is the ss>st effective and least 
costly gseans to good health early in life. 

o A further srednction in infant aK>rtality will require 
the c^ssbined efforts of the pi^lic and private sectors 
and of activities at the national , State, and local 
levels* It also reejuires pn^nitant women to seek 
prenatal care ea^rly, obtain good nutrition, and alter 
behaviors r such as smoking and abuse of alcohol and 
drugs, that are harmlul to themsolv&s and their 
fetuses . 

o We imist target our resources to areas of graAteat need* 

Our efforts are organised around removing financial barriers, 
enhancing service delivery, and providing batter information to 
both consumers and providers. 

Financial access to health care la important and the President 
has sutoitted a proposal sdiich would expand the nusnber of low- 
income pregnant women eligible for Medicaid. But the ability to 
pay for health care alone will not assure that a pregnant woman 
recfflvss the care she needs. Thus, soany of the Dapartjnent 
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€mx»nt efforts boild upcm and attesspt to aohi^va batter 
coordination as^mg the estenaiva array of exJLsting programa. 

Wtt aro, for axasa^Or looking very carefully at several models of 
^a^stop shopping, that ia the co-iocation of health and variooa 
social services^ vhich has received considerable attention in 
recent sucmths. Oooe-stop sho^^g is based cm the pr^^se that by 
allowing eligibility for AFDC, H^iicaid, and other social 
services to be determined at the saro tioe and at the s«mie site 
that health care is delivered, there will be an increased 
likelihood that the poor pregnant w^esaan %rill snccessfnlly 
•navigate" the coaple* and *5onf using systaa and receive the full 
range of sex^i<^ %^ch she needs and to tihich she is entitled. 

C»e pilot project at the Central Virginia Cosmninity Health center 
in New Canton, Virginia (serving seven rural counties) is 
developing on-sit^ Medicaid and WIC enrolls^t and isjproving 
record transfer between clinic and hospital. In a second pilot 
project, the Alabaaa DepartMnt of Health is working with 3 other 
State agencies (Hmsan Resources, Hental Health, and Medicaid) to 
integrate financial eligibility requirements. Through these 
pilot projects and informtion gained from other states and a 
national advisory cosnaittoe, we will determine the processes 
needed %o facilitate bast practices for one-stop shopping. 
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IBtee vimLtingi a8|»ciall]f through the use of trained volunteers 
Xlke our Resource Mothers project in Sooth Carolina, is another 
approach idiic^ has shown great prosiiae in several areas of the 
country in recent years* I kzmr that Congressman Bliley is 
familiar with the promising results in projects serving families 
in the Mde%mter arro of Virginia, in various rural parts of 
Appalachia or even right here in the District of Columbia • 

X can alao assure you that strategies such as outreach thj^ugh 
home visiting, information guides to pregnant women and young 
families such as i^renatal Care and lnt§^% gfiCSf two most 
popular publications on the GPO list, and improving the content 
of prenatal care according to the suggestions made in the 
recently released Report of the 3?HS Bxpert Panel on the Content 
of Prenatal Care are ax&sng the ai^roaches we are carefully 
considering* He also intend to evaluate new and existing 
programs to assure their effectiveness in iis^roving infant 
health. 

jt is clear that approaches selected need local targeting- 
First, efforts should be directed to subpopulation groups 
contributing most to the high infant im?rtality rates - in other 
words, those pregnant wom^ and infants most in need in local 
communities* Second, the approaches must be siatched to the 
specific problems of these woman and infants. Commimities , 
therefore, must be able to assess their problems, direct scarce 
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rMonrcQSf and provide cmgoing xsonitorlAg to track i jap r o v e menta 
and batter undorstand causes. 

Finally , while m iiro convinced that efforts such as those l^ve 
described could save aany lives, there is still smch wb need to 
learn about the biological and behavioral causes of infant 
mortality* Basic and applied research on qaestlons relating to 
preterm births and other ccmditions related to poor piegnancy 
outcoBffi needs to continue* 

The United States Public Health Service has just issued for 
piblie cosmmnt draft versicms of the national Health Objectives 
for the Yms^ 2DQ0. Among these Objectives are the reduction of 
infant mortality to ? deaths per 1,000 live births* The 
rentaining laatemal and infant health objectives for the year 2000 
also propose quantitative smasures covering such areas as health 
status, risk r»iuction, public atmreness, professional ^ucation 
and awareness, and services and protecticm* 

These objectives can serve an a yard stick to guide and assess 
our progress. They gi^ us a challenge to share, and provide a 
focus for the development of a national strategy to, in the words 
of President Bush, *(Hve our children a better start in the mrld 
(and) see that quality health services so critical for iis^roving 
natemal and infant health will be available to all pregnemt 
women and young children in our Hation.» We in the Department of 
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Health and ^man Sarvices are working haxd nw at doing ^at we 
can to remove barriers to receiving care, enhance service 
delivery, and is^^rove knowledge asiong the scientific commmiity 
and the general public and i^slceae the opportunity to work with 
States , local coatmunities and the private sector. 

lliank you* X will be pleased to answer any questiona you may 
have. 
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Chairman Miixer. Thank you. I thank you very much for your 
tratimony. Let me jrst, if I might, ask you a couple of questions. 
We had goals for 1390 in infant mortality which were to be 9 
d^ths pr 1,000. Is that correct? 

Dr. Mason. That's c^rr^t. 

Chairman Miluir. And we missed that mark, apparently, or 
api^ar to be mi^ng it. Right now it's around 9.9, 

Dr. Mason. That s right. We undoubtedly in the few remaining 
months before we hit 1990 won't ha able to achieve that goal We 
probably will achieve it as a sub-goal for our white population, but 
we^re not ^ing to get near it with r^ard to our black and minori- 
ty population. And m the overall goal will not be reached. 

Chairman Miller. For the overall iK)pulation? 

Dr. Mason. That's right. 

Chairman Miller. &cause of that? And the goal for the year 
2000 would be what? 

Dr. Ma^n. We're in the proce^ of drafting goals for the year 
2000, and that won't be completed until we get input from more 
than 9,000 institutions and individuals that have been mailed 
copi^ of the draft. 

But the provisional draft goal would be a target of 7 deaths per 
1,000 births in the United States by the year 2000. 

Chairman Miller. Well, given the current status, if you will, and 
the number of things that you r^ite in your testimony, what 
would be the strategy for achieving that goal? 

Dr. Ma^n. Well, I think the strat^y, as I said, the information 
we need to achieve that goal is here, although I don't want for a 
moment to say that we don't need to continue to do research on 
maternal and child health, because we have witJiin our grasp the 
ability to reduce atout by one-fourth witih current knowledge. 

And we need to do that rapidly, but we need to al^ produce and 
pursue a research a^nda to get at the other three-fourths. But for 
that one-fourth I thmk the l^ic fundamental item is that we get 
people ^iriy into good pi^natal care, we remove the barriers, get 
them in there, every pr^nant woman. 

And to get them in, it means more than just passively waiting 
for women to appear at the doors. First of all, the clinic has to 
attractive, and it has to include such concepts as one-stop shopping. 

But there has to be an outreach for thc^ women who are unlike- 
ly to come in by themselves, who don't understand the need for 
early prenatal care. So using the case management prc^ram, out- 
readi, volunteers, people in the community who can help in that 
pr<K:ess, we ne^ to be delivering those services that would correct 
the underlying problems that result in low birth weight and infant 
death and 

Chairman Miller. Am I correct when I believe that there are 

fjr^nant women who are currently on waiting lists for programs 
ike the WIC Program? 
Dr. Mason. Hiat's correct. There are. 

Chairman Miller. So we have an identifiable population that is 
sitting out there on a waiting list a d we're not getting to them. 

Dr. Masont. And, certainly, thc^ barriers need to be removed. 

Chairman Miller. Well, coming from this committee I must tell 
you, I was very excited when, in fact, we had a debate betw^n 
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Governor Dukakis and President Bush on th^ issues. It actually 
became an i^ue in the campaign, which was startling to me that 
this would happen because it never has before, but here it was— 
discu^ions about WIC and the President's notions that we had to 
have sufficient funding for WIC and we were going to have a 
phase-in of Medicaid up to 185 percent of poverty for children and 
famili^. 

But what concerns me, and what just jumps out at me in your 
testimony, is the admission that you estimate that we could save 
10,(KH) of the 40,(K)0 babi^ who die each year. Between now and the 
year 2000, that would be 100,000 babies. 

And it would seem to me that there would be some ui^ency in 
eradicating those waiting lists with respect to the pregnant women 
in WIG and their infante. 

Now, I understand, as the children get older in that program, we 
prioritize. And that's apparently necei^ry, given the budje^t con- 
straints, but with resj^ to that target population of women who 
are waiting and we see the success, I don^t understand the hesitan- 
cy. 

Now, in the area I represent, if you come into a WIC clinic, it's 
one^top shopping. You have now entered the public health system 
at that point. You may have come for nutrition reasons but you're 
now in that ^stem. 

And I visited a number of WIC clinics in other parts of the coun- 
try where that is true. I just wondered: Where are you in reducing 
those waiting lists? 

Dn Mason. We are very concerned about waiting lists. Women 
and infants who need these services as rapidly as possible ought to 
be brought into the system. I have to say and I 

Chairman Mhxer. Having said that, how are we going to do 
that? 

Dr. Mason. Well, I have a problem with the WIC Program be- 
cause it's not part of Health and Human l^rvices, and I don't want 
to make it appear that I don't really care al^ut it I do. 

It's part of the Department of Agriculture, and that's where we 
need to work with them. And we need to work cooperatively with 
the Administration and Congress to see that some of those barriers 
are reduced because I am very sympathetic to the things that you 
are talking about. 

And we may or may not have one-stop shopping out there. I 
want to make that clear that in some communities, they have 
pulled that all tc^ether so that when you go to get WIC benefits, 
you find community health clinics and Medicaid eligibility all offer- 
ing services at one site. 

Unfortunately, this does not occur comprehensively across the 
nation. That is one of the things that v^j are trying to work on 
within the Department in reaching out to Agriculture and other 
parts of the federal establishment to see that direction of one-stop 
shopping and common eligibility is— — 

Chairman Miller. I a^ume, therefore, Dr. Mason, that we would 
look forward to your support for— it was reported out of Commit- 
tee—the revisions requiring development of a model single applica- 
tion form for pregnant women and children for WIC and Medicaid 
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and Head Start and the maternal and child health pmgrams that 
are being put forth in the Reconciliation Bill. 

I would hoi^ you would take a very serious look at that t^cause 
I think that's an effort that is moving us toward the direction that 
you and Mr. Bliley and a lot of us are concerned about. 

Dr. Mason. I chair a White Hou^ task force on infant mortality, 
which has representation on it from all of the departments of the 
Executive Branch that have any role with r^ard to infant mortali- 
ty and children. And we have a subcommittee that is looking at 
that very matter. We're concerned about that issue. 

Chairman Miller. What is the status of that task force? 

Dr. Mason. We're working and going to be making recommenda- 
tions to the President on what we might do on 

Chairman Miller, Do you have a time line for that? 

Dr. Mason. Within the next few months, that work will be com- 
pleted. 

Chairman Miller. And the nature of those recommendations 
will be what? 

Dr, Mason, Well, I think conceptually we want one-stop shop- 
ping to occur. And what we*re trying to do is get together bb de- 
partments and agenda and find out what we can do with regard 
to the application for services. 

Can we simplify? Can we consolidate? Can we bring these things 
together and not onlv application-wide, but can there be^ physical 
ccai^cenc^ of these kinds of things? And that's what we're work- 
ing on. 

Chairman Miller, That's several months from now. That will be 
1990. What are you going to do about these 10,000 babies that ap- 
parently are going to die needlessly? 

Because, as you point out and I think you correctly point out, we 
have the ability to stop this should we desire to do it. It is one of 
implementation. 

Now, you have identified these babies. Now, what is the task 
force, what is the Administration ping to be recommending to us 
to stop those 10,000 babies from dying? 

Dr. Mason. I have already indicated what the Administration 
has done with regard to the 1990 budget. We are going to push 
ahead to expand the coverage of Medicaid for a larger proportion of 
those women and we hope with time to bring each woman into the 
realm so that she's eligible early on. 

And we want to work c(K)peratively with Congress in that proc- 
ess. 

Chairman Miller. I don't have to lecture you, Doctor. You know. 
You used the key phrase, and that's ''time." These pregnancies 
don't underetand our fiscal years and our task force deadlines. 

But it would seem to me that a great urgency should be attached 
to the fact now that we have identified the population. You're 
almost in the ethical position of withholding services from that 
population when you have arrived at the conclusion that you know 
how to take care of them, that you could impact on an outcome. 

And I'm not suggesting that that burden falls only on the Ad- 
ministration. It falls here on the Congress also. 

Dr. Mason, And on the private sector and 
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Chairman Miller. But having identified that population and rec- 
pgnizing that pregnancies are undei*way and that pregnancies will 
be underway tomorrow morning and the next morning and the 
next morning that have no reference to our fiscal years, I am just 
trying to figure out how we translate this sense of uigency to this 
problem. 

Dr. Mason. We have a sense of urgency, and I think we need to 
work with you. We need to work with states, with l<K:al govern- 
ment, with the private sector bcK^use I am sure that we don t have 
a simple single solution to this problem, 

Buti by golly, I think we are determined to work with you, with 
others to see if we can't get those 10,000 babies saved. 

Chairman Miller. Congr^man Bliley? 

Mr. Bulky. Thank you. 

J>r. Mason, what are the most imiK)rtant reasons why we will not 
meet the 1990 health objective of an infant mortality rate no great- 
er than 9.0 per 1,000? 

Dr. Mason, There are a number of reasons why that won t occur, 
but I think the most important one is, again, the lag in the black 
infant mortality rate. We need to provide a way to i-educe that 
rate. And if we could reduce that rate, then we would easily have 
come within the target 

So if I were to start anywhere, it would be by making sure that 
we were targeting services to thc^ communities where mfant mor- 
tality rates are particularly high. That would largely be in our un- 
der^rved inner cities, some of our under^rved rural areas. 

And there we need not only acc^, but outreach, case manage- 
ment, all of those services in a c(K)rdinated way to provide what we 
know will do something al^ut the problem. 

Mr. Bliley. The report of the National Commission to Prevent 
Infant Mortality states that the 'lifetime ct^ts of caring for a low 
birth weight infant can reach $400,000. The costs of prenatal care 
that might prevent this low birth weight condition in the first 
place can be as little as $400.'' 

Part of the problem, according to the survey I conducted m 40 
counti^ acrc^ this country, is that only 38 pen^nt of the publicly 
supported facilities offer prenatal care. Although half of the public 
he^th departments offer prenatal care, less than a quarter of the 
private nonprofits offer prenatal care. 

Shouldn't we perhaf:® place more of an emphasis on funding only 
those facilities which offer prenatal care? 

Dr. Mason, Let me give you a short answer and then turn this 
over to Mr. McGee. But we believe that services ought to provide 
comprehensive— that whenever po^ible, a woman ought to be able 
to go one place and get primary health care, prenatal services, 
services for her baby. 

The problem of using bus<^, of transportation, the barriers that 
caiise problems when you have to go to multiple sit^ for care is 
really a serious problem. 

And ^ we feel that we ought to move as rapidly as possible to 
aid those clinical services that do not provide prenatal care, to 
a^ist them in bringing up those services, wherever possible, so 
that a woman who enters there or brings her child there can have 
comprehensive services. 
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Mr, McGee. I gu^ I would add to that that we have currently 
funded any num&r of projecte, probably around SO to 40 projects, 
around the country that focus on getting women into care in a 
single location and improving the care package that they get in 
that location. Those are primarily done through state and local 
health department grants. 

And I guess going back to what Mr. Miller, the Chairman, said 
earlier with respect to the WIC Prc^ram, we are working daily 
with the F^ple in the WIC Program with r^pect to coordmating 
the services of the WIC Pn^ram, which, as you know, are focused 
on nutrition. 

We have a nutrition component in our program in the Public 
Health Service, where the people there are working under the aus- 
pice of former agreements with the WIC people to assure in the 
state health departments the Title V Pn^am, which is a miyor 
part of the Public Health &rvice, which is focused on maternal 
and child health, with respect to the block grant and some discre- 
tionary grant activity. 

We are working to make sure that those onm^ams are supportive 
and interreact with the WIC Program. And I think it's working ac- 
tually quite well. There is a problem of r^urces^ as always. 

Mr. BuLEY. Well, the problem that I see is that only 38 percent 
of the states and local health p^ple are participating in prenat^il 
care. How do you sugg^t that we get that improved? Because 
unless we do, we're going to have a hard time meeting any targets. 

Dr. Mason. I think that all of our stat^ receive maternal and 
child health block grant ^rvices and also have Medicaid funds that 
enable them to provide prenatal care services. Now, whether they 
int^ate that into a compr^ h nsive service, that may not occur in 
this or that community, but *iil states at least have provision using 
federal funds for prenatal Servian. 

Mr. McGee. That*s exactly correct. All of the states do get the 
blwk grant* In most all of the states, I would say probably do^ to 
50, there is an official unit in the state health agency that has pur- 
view for MCH programs. The m^or support for that comes out of 
the Title V block grant, 

Mr. BuLEY. Well, my time is limited. I vwuld like to ask one 
more question. You pointed out how important it is— and I certain- 
Iv agree, and it is the thrust of the legislation that I have intro- 
ducM— that one»stop shopping for th^ people, where they can get 
all of this, is so very iraiKjrtant. 

Shouldn't we encourage this by giving extra grants to thc^e com- 
munities that would do this? 

Dr. Mason. I strongly believe we ought to encourage one-stop 
shopping as a concept and through the use of the maternal and 
chilci health block grant and other funding, whether it is blcM:k or 
categorical. 

I think that there ought to be certain strings attached to that 
money so that states, local communities move as rapidly as possible 
into tnat mode. 

Mr. Bliley. Thank you. 

Thank you, Mr. Chairman. ^ 
Chairman Miuler. Congressman Rowland. 
Mr. Rowland. Thank you, Mr, Chairman. 
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And thank you for your t^timony. 

The problem is not a medical problem. The problem is a i^ial 
problem. In mv opinion, if we iMk back at what has taken place 
over the last 2M[d years, we will, I l^ieve, find that our focus has 
been on technology. 

There is no country in the world in my opinion that has better 
technology in neonatal intensive care than dc^ the Unit€«3 Stat^. 

In the late 1950s Japan had the 18th or 20th high low infant 
mortality or high infant mortality rate. We were numter five. Now 
our p<^tions are almost revers^. We are numter 20 or 21 and 
Japan is number 1. 

We found in some hearings that we had at the United Nations in 
New York that there were repre^ntativ^ from around the vk^rld 
who came and t^tifxed akKmt what they were doing. 

And in Jap^ what they did was focus on getting pr^fnant 
women to go to the doctor. It's almost as thotigh they are ostracized 
from s^xjietv there if they don't get prenatal care and do not go in 
to get the things that they need to get So it seems to me that that 
is where the problem principally is. 

And I wonder if you might ^ree with me, Eh-, Mason, that with 
the advent of Medicaid in 1965, that prior to that we had public 
health clinics where we provid^ prenatal care for women, and it 
was largely a focus ^ the local community. 

It got these women to come in and get their prenatal care, but it 
was assumed after 1965 that sin<^ Medicaid would pay for their 
care, then these clinics no longer existed- 

And the fact is that many women who were eligible for Medicaid 
or had Medicaid didn*t come in for that care at all. Consequently, 
our low birth weight incidence went up. That is, in large part, re- 
sponsible for the position that we find ourselves in now. 

I was also inter^ted in what you mentioned about the malprac- 
tice litigation problem. There is not much attention teing focu^ 
on that, but in my opinion this is one of the principal problems 
that we're having now. 

And I can see that in the not-t<^istant future, there will not 1^ 
many people doing obstetrics. This, of £x>urse, is going to cause an 
increase in our infant mortality rate. Would you agree that that's 
probably true? 

Dr, Mason. I would agree with you both with regard to Japan 
and on the malpractice issue, I think the issue of malpractice, if 
we're not going to deal with it as a nation generic^ly for ail spe* 
cialties or family practice, as least ought to concentrate on me 
obstetrical malpractice i^ue tecau^ this is making the job just 
that much harder to provide quality i^rvices in underserv^ areas. 

And if we don't intend to take on the whole prc^am, please let's 
at least decide how we can ease the situation around otetetrical 
malpractice. Because with everything eli^ goin^ on, we can't afford 
to add that to the list of reasons why weVe havmg high infant mor- 
tality. 

That, indeed, is a significant problem. And I think we have to 
look at enacting tort reforms or imposing caps, implementing alter- 
nadve dispute resolutions. 

We really need to IcK>k at that. We intend to do that within the 
Department, and we hoi^ the Congress will look at that with us. 
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Mr. Rowland. We have some language in some of the legislation 
that we have in our Health and Environment Subcommittee to 
look at that very thing, I don^t believe that there are any other of 
the countries tnat have lower infant mortality rat^ than we do 
that have a contingency fee system. 

Are vou aware of any of those countries that may have a contin- 
gency fee system? 

Dr. Mason. We're not aware. We could get more information if 
you'd like> but Vm not f^rsonaily aware of it. 

Mr. Rowland. It's really a social problem in my opinion, and it's 
going to have to be an effort on the part of feder^, state, local gov- 
ernment to deal with this as well as various groups in local com- 
muniti^, church groups, civic organizations, busing community. 
Everyone is going to have to work tc^ether in order to get us in a 
better pt^tion insofar as our infant mortality rate is concerned, I 
believe. 

Dr. Mason. I ^ree totally. And although I well recognize the 
need for more r^ources to provide sj^ific services, resource alone 
won't do it. It's going to have to be a concern at every level in this 
nation. 

And, finally, it has to be the concern of the pr^nant woman 
itself, and Vm not blaming the victim* But if that concern isn't ex- 
pressed at all levels^ then just throwing money at the problem 
won^t solve it- 
Mr, Rowland. Thank you. 

Thank you, Mr. Chairman. 

Chairman Miller. Congressman Walsh, 

Mr* Walsh, I have no qu^ions at this time, Mr, Chairman. 

Chairman Millee. Congre^nan Machtl^. 
4 Machtley. I just wanted to follow up on that resources alone 
will not take care of the problem. As I understand the testimony, 
10,000 of the 40,000 deaths could be prevented in some way* 

You indicated in your testimonv that low birth weight is the 
numl^ one factor in deaths of infants and, furthermore, that the 
babi^ which are bom with low birth weight are going to cc^t us $2 
million in remedial health care, but that we could prevent that 
with an expenditure of $500 million annually. 

Dr. Mason. That's correct 

Mr. Machtley. Why don't we just spend $500 million annually? I 
mean, it's a busing. Let's try and take the emotion out of it and 
look at it from a bu^in^ standpoint. If we can save $1.5 billion, 
why don't we just say, "Let's get tc^ether, Cbngress, and let's 
spend $500 million"? We'll save 10,000 babies. 

Dr. Mason. This is the message that public health has been 
giving for the last 20 years, not only with r^ard to infant mortali- 
ty, cancer of the lung related to tobacco, cancer of the cervix relat- 
ed to PAP smears. 

We can show you not just in infant mortality, but in a whole list 
of areas where this nation is spending dearly not only in terms of 
human life, but in terms of cost due to chronic disease and disabil- 
ity. 

And we have traditionally chosen year after year, decade after 
decade to fund treatment rather than the preventive side of this. 
We run up against this day after day. 

54 
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And we appr^iate your x^ognition that that's what we really 
need to do. 

Mr. Machtley, So you would agree that we should then get to- 
gether and spend $500 million and save? 

Dr. Mason* We need to save thc^ $2 billion tecause it isn't just 
that after we spent the $2 billion, everything is okay. 

But after we ve si^nt the $2 billion, many of th^ babi^ whose 
liv^ have been saved have chronic pulmonary disease. They have 
central nervous system problems. Many of them will never be inde- 
{indent individuals a^ a r^ult of low birth weight. 

We speat $2 billion, and we have kids who aren't going to func- 
tion the way they were designed to function. And wouldn't it be 
better to not have that $2 billion cost and have kids who are going 
to grow up and be bright and productive and responsible and inde- 
pendent? 

Mr. Machtley. Just one follow-on. If 25 percent of low birth 
weight is a result of smoking~I believe that was the statistic you 
gave — what progre^ are we having in young mothers stopping 
their smoking? 

I understand in my circles of friekids smoking is no longer social- 
ly ao^eptable. How are we doing with young mothers? 

I>r. Mason. Among women, we're not making the same progress 
on smoking that we are, interestingly, with men. Among poor 
people and minorities, we're not making the same progress, Tobac- 
CG companies today are targeting women. They're targeting the 
pmr. They're targeting minorities. 

Now, if we can get these women early in^o prenatal care, mr^t of 
them understand that when they smoke, when they use drugs, 
when they use alcohol, they are smoking for two people, them- 
selves and their baby. 

Aiid it's often easier to get them off these addicting substances 
during pregnancy than during any other time of their lives. And 
that's why it's important to get them int^ prenatal care. 

That's where you handle specifically the smoking, the drugs, the 
alcohol, the malnutrition, the iron deficiency. You can handle un- 
derlying disease problems, like hypertension, diabetes, infection, all 
of these things that are going to result ultimately in low birth 
weight babies. 

Mr. Machtley. Thank you, Mr, Chairman. 

Chairman Miller, In this committee, I don't know if it was the 
National Institute of Medicine or Health that suggested we could 
do that all for about $600 or $700 a pregnancy, that kind of coun- 
seling and that kind of preventative work, as opposed to $1,500 a 
day to take care of these babies after they're born. 

Congressman Levin. 

Mr, Levin. Thank you. 

So, Dr. Mason, let me just ask a single question following up 
your testimony that we could save 10,000 infants just by applying 
what we already know about things like case management, out- 
reach, and home visiting. 

So tell me as simply as you can: Why don't we do it? 

Dr. Mason. I could ask you the same question. I think one of the 
reasons is 



ERIC 



50 

Mr. Levin. I will willing to answer that, but you have the ben- 
efit of testifying, and we're not supiK>sed to. 

Dr, Maotn. I Will jiist say what I said earlier. As a nation, we are 
so enamored with high tech and with treatment. We*re enamored 
with cure, but there are few things we reallv cure. 

We're enamor^ with treatment and hi^ tech, and we'd rather 

gut an infant in a newtom intensive care unit than go to the trou- 
le and difficult to get out in front on the other end. 
Mr. Levin, Well, wait a minute- What's difficult? You talked 
about intricate and difficult, but you say we could save 10,00l> lives 
just. The word "just" is in there. That means simply by applying 
what we already know: case man^ement, outreach, anci home vis- 
iting. So why don*t we do that? 
Dr. Mason. I want to do that. 

Mr. Levin. Well, are you going to do it by next year? 

Dr, Mason. Are we going to do it by next year, the Congress, the 
Administration, the states, the locals? 

Chairman Miller. Will the gentleman yield? 

Dr. Mason. I think weVe got to work to bring that to pass as 
rapidly as possible. 

Chairman Millkil Will the gentleman yield? And let me just say 
that this has been proi^x^ time and again by the Congress. 

You're representing a new Administration, We're about to go 
into a new budget jrear. This budget year is so screwed up nobody 
can tell what we*re going to do. 

But let's assume in January we start with a clean slate, I think 
the question is: If the Pr^ident would support this effort on a 
budgetary basis, that weVe going to get back, apparently, $2 for 
every $1 we spend. And the March of Dimes and others tell us that 
we're going to get more than that, but let's assume that. 

On the basis of humanity, if the President joins in this effort, 
this could be done within flie next fiscal year. I think that's the 
issue. And I would hope that's what the task force would address, 
that we need two willing {^rtners here. 

We have suggested time and again to the Congr^ that this be 
done, and we were knocked down oy the last Administration. 

This is a new day. You have a sense of urgency. You've recog- 
nized that there are 10,000 lives at stake here, each and every year 
we don't do it. 

So, I think whft you're hearing here is if that could be brought 
back to the councils and the task force, they^re right. We may have 
to spend some money. 

But all the evidence is we would get that money back in a very 
short pericKi of time, probably the fast^t rate of return t|iat this 
government has ever seen. 

Excuse me. 

Mr. Levin. No, no. I think you say it so clearly. 

So I just want you to respond. Why don't we do it? 

Dr, MASON. I want to simply say: Let's do it, 

Mr, Levin. Well, but not let us. Are you saying we will do it? 

Dr. Mason. I would like to see us do it. 

Mr. Levin. No. That isn't good enough. Look, I very much re- 
spect you, Dr. Mason, believe me. And i understand the circum- 
stances under which youVe working. 
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But we're now talking not about the 30,000, where there are 
more intricaci^. I mean, Fm not saying this is an utterly simple 
problem, but your testimony says we could save 10,000 of the 
40^000 babies just by applying what we already know. 

You leave op^n, when you say that, the obvious question, which 
unfortunately isn't answered usually. If it's so clear, why aren't 
you doing it? Why isn't it in the budget? 

Dr. MiioN. Well, I think it's very clear from what I said earlier 
that President Bush put into the last budget of the former Admin- 
fetration a prjpiM^ to increa^ the poverty level from 100 percent 
of poverty to 130 percent to bring almc^t 4,000 additional women 
in. I think that shows a commitment on the part of the Bush Ad- 
ministration to do something about this problem. 

Mr. Levin. Okay. To do something. But is that change going to 
save 10,000 lives? 

Dr. Mason. It won't save 10,000 because it won't bring ail preg- 
nant women into the field. 

Mr. Levin, Okay. Then I ask you: If we can do this simply, why 
aren't we doing it immediately? And give me a simple answer be- 
cause it s a clear statement and a simple qu^tion. Why aren't we 
when it comes to human life doing the simple thing? 

Dr, .Mason. Well, we've had the information that we present 
before you tcKiay for at least the last 20 years. 

Mr, Levin. Right. But you 

Dr. Mason. This isn't new information that we're bringing to 
your attention for the first time. We in public health have told you 
this year after year after year, 

Mr. Levin. Okay. But wait a minute. George Miller has already 
answered that in a sense because there^s been a proposal from the 
Congr^. 

But ym're now running the show. You*re into your second 
budget. We haven't written this budget yet Why aren't we doing it 
for 1990? 

Dr. Mason. President Bush increased it from^ 

A.Ir. Levin. I know, but you say that won't save 10,000 liv^. Why 
aren't we doing it? 

Dr, Mason. I think you and the Administration have to look at 
the total budget. There are other priorities that I don*t df^al with 
that relate to—we're not just talking alK)ut Infant mortality. We're 
talking about AIDS. WeVe talking ak>ut drug abuse. And that's 
where someone outside my realm of responsibility hus to look at 
where money is going to go. 

Mr. Levin. All right, sir. But now you're giving me, you're giving 
us^ I think, a forthright answer. Essentially, in simple terms, what 
you^re saymg is: Here's something that we know how to do, Fm 
talking about the 10,000. And the reason that we're not doing it is 
because of other priorities. 

Dr. Mason. That's right. 

Mr. Levin. Okay. Now, I just— 

Dr. Mason* We have priorities. 

Mr. Levin. You need to— and Ym not su^esting you're the Di- 
rector of the Office of Management and Budget. I know you're not. 
So you can't tell us how you balanced all these priorities. 
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But I think that kind of an answer is what America needs to 
hear. What vou're saying, in simple terms, is: It is deemed that we 
don't have the money in this country to save 10,0(X> liv^. Isn't that 
really what you're laying? 

Dr. Ma^n. YcfiS, And we could save 6,000 deaths from women for 
cervical carcinom:;. In other words, we ve got to decide whether we 
save 6,000 women, 10,000 children, this, that, and the other. And 
it's balancing where we're going to put our money- 
Mr. Lea^n. So, essentially, you're saying that thc^ 10,000 livra 
are Ic^t t*^use v/e are going like this. [Inaicating.] Right? 

Dr, Mason, We are all trying to assess priorities at the federal, 
state, local, whatever level as to what is most important to society, 

Mr. Levin. All right. I just think that everybc^iy in this room 
and in this CJongre^ and everybody who*s runnmg these prc^ams, 
including the President of the United States, has to understand 
that when the US says it doran't have the money, we are losing 
10,000 liv©5 that could easily be sav^. 

Chairman Miller. Mr. Hastert. 

Mr. Hastert. Thank you, Mr. Chairman. 

I would like to progress on the gentleman's comments acrc^ the 
podium from me here. 

But, you know, it s^ms that there are a lot of priorities. It sc*=»ms 
like there are a lot of problems. And those 10,000 people at risk, 
maybe if we had the new dollars to stick in that program, we could 
start to save some livc^. 

But it seems like there are other problems. What percentage of 
th^ people are the inner-city people who have problems with 
crack and cocaine, for instance? 1m that a factor here? 

Dr. Mason. Absolutehr. And so it isn't just putting money direct- 
ly into prenatal care. The money that is going into smoking ce^- 
tion, drug abuse all is having ^» factor upon infant mortality. 

Whether we succeed or fail in a lot of different areas is very fun- 
damental to whether we sua^eed on the infant mor tality side of 
things b^jause it isn't a single-faceted problem. 

It's a multi-faceted problem, and we've got to succeed in a 
number of different areas. 

Mr. Hastert. Well, it seems to me that you weren't here, of 
course, but in proceeding tefore this very same Committee, we had 
people come up and telling us that people who were addicted to 
crack and cocame were dumping their children in garbage buckets 
and you couldn't bring them into any type of community service, 
that they were, essentially, running wild and back on the street 
nine hours after giving birth. 

So it would be difficult bringing some of those people in. I'm Just 
saying in a perfect world, maybe we could save 10,000 people right 
away. But there are other problems that you have to solve firet, 
before you can start to deal with a perfect world. Is that correct? 

Dr. Mason. That*s correct, but I don't believe that our statistics 
really have caught up with us yet. So that we'i^ not really seeing 
in iniant mortality statistics the impact of drugs. 

In other words, I think many communities, such as Washington, 
D.C., have already shown an increase of infant mortality. 

So we're using data that is basically '87'88 data, where there was 
drug abuse and crack and the problems that you are talking about. 



58 



53 

But I think we have yet to see the impact of that in terms of na^^ 
tional statistics. 

Mr, Hastert. So you*re saying the inner-city statistics, then, 
could worse? 

Dr. Mason« I think as we see the full impact of some of our inner 
cities teing reflected in infant mortality/ you're absolutely nght, 
that prenatal care alone will not solve this pr(rf>lem if we don't get 
on top of the— a lot of th^ babies that are dying of AIE^. Tliey^re 
dying of crack and the direct result of drug abuse. 

To put all the money in prenatal care ^rvicro would be very 
useful^ but if we don't control other sedkore of the problem, we're 
going to end up with difficulty as well All of this has to be brought 
down together. 

Mr. Hastebt. And then also it would seem to me, and according 
to the other testimony that we have here, that it's awful difficult to 
bring th^m people under the tent, so to speak, to get them in line 
to sign up for th^ service or to get them into the places that can, 
the clinics that can help them. 

Dr. Mason. That's why you have to have the outreach services. 
We found in working with the American Indians that even though 
it's 30 miles by dirt road to the clinic, obviously, they don't come 
early, but if you get a case worker or a village volunteer who 1^ 
a)m^ concern^ about any pr^nant woman in the village, then 
things l^in to happen. 

It isn't enough to just have access. There has to be a way to get 
th^ women to ayme in. And if you don't have the outreach, 
having doctors standing there in the clinic isn't going to solve the 
problem, only part of it. 

Mr. Hactert. I'm not trying to lead you, I'm also not trying to 
badger you, but I want to say here that I think it's important that 
we need to look here and see what the st^ is and see what the 
problems really are. And maybe then we have to order our prior- 
ities before we can really get at the problem that you want to ad- 
dress. 

And with that said, Mr. Chairman, I relinquish my time- Thank 
you. 

Chairman MiuuEai. Mr. Durbin. 

Mr. Durbin. Thank you, Mr. Chairman. 

Dr. Mason, Fm sorry I missed your spoken testimony, but I have 
read your statement. 

I'd like to say at the outset that I'm particularly enamor^ with 
your quote here where you said *1 think we ought to be more con- 
cerned about Japan's lead over us and its ability to prcnJuce 
healthy babies than its ability to produ^ cars or electronics." I 
plan on using that quote. I plan on crediting you at least the firet 
time I do. I wanted to let you know in advance. 

My colleague from Rhode Island raised an inter^ting point earli- 
er. I had never heard anyone quantify the cause of low birth 
weight attributed to smoking at a figure of 25 percent. 

Is that in your t^timony or are you familiar with that? 

Dr. Mason. I'm not sure it's in my t^timonv, but it's a well-rec- 
ognized figure that about 25 percent of low birth weight infants 
can be directly related to smoking and about 10 percent of infant 
deaths. 
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Mr. DuRBiN. Let me ask you, Doctor, is it fair to conclude as well 
that we have a higher incidence of low birth weight among lower 
income individuals? 

Dr. Maik>n, Ateolutely. 

Mr. DuHBiN. All right. Then I would like to ask you in your ca- 
. pacity, a significant capacity with the Administration, if it 

wouldn't make sense for us, then, to promote the increase in excise 
taxes for tobac^ products so that they become more expensive for 
lower economic groups to purchase, thereby di^KJura^ing the habit 
and leading to a lot of pc^itive developments, including perhai^ a 
reduction in infant mortelity? 

Dr. Mason. I would rather not comment on this b^ause it might 
be looked upon as a tax increase. 

Mr. DuRBiN. As a what? 

Dr. Mason. A tax increase. 

Mr. DuRBiN. Well, foi^t about that for a minute. Let's talk 
ahout health for a second. Doctor. I mean, you j^ally have to look 
this thing right in the eye. And if we're going to be serious about 
dealing with it, let me lUSt ask you in the mast general terms. 

And m start off with the caveat that we're not going to say you 
endorsed a tax increase. Prom a health j^rsf^tive, if we raised the 
cost of tobacco products so that lower economic groups would be 
discouraged from buying them, wouldn't that have a positive 
impact on the health of America? 

0r. Mason. It's been shown in Great Britain with regard to wine 
and spirits that by raising the cc^t of wine and spirite, the alcohol- 
ism rates go down significantly. 

And it^s always inferred, or it is inferred in the United States 
and everywhere, that if you raise the c<^t of tobacco, you discour- 
age, particularly young people, from l:^ginning the habit. 

And it has an effect on the whole economy. So the cc^t is a m^or 
factor in how many people use tobacco and how much tobacco they 
use. 

Mr. DuRBiN. And the obvious conclusion is that if fewer young 
people use tobacco, what impact will that have on the health of 
America? 

Dr. Mason. Oh, it would have a tremendous effect because we're 
still losing 1,000 people a day, 1,000 funerals a day as the direct 
result of tobacco use. 

And the tobacco companies know that if they don't hook young 
people by the time they re age 21, they'll never get them. 

So anything we can do to discourage adol^ents and kids from 
smoking, it's going to pay dividends that are extraordinary. 

Mr. DuRBiN. I'm not going to consider that an endorsement of a 
tax increase, but I appreciate your candor. 

Let me move to another related issue. Do you feel that the issue 
of teen pregnancy has a bearing on the infant mortality rate in our 
country? 

Dr. MASON. Absolutely. There's no question that teenage births 
are more likely to be low birth weight and the teenage girl also has 
greater difficulty in terms of raising the infant if she keeps it. 

So there are a number of risks that go along with adolescent 
pr^nancy, often the environment. There isn't the nurturing envi- 
ronment for her or for her baby. 
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&> whether we're talking about tobacco, alcohol, drugs, or just 
render— and often there is a denial of pr^ancy, and so they 
don't get prenatal ^rvit^ until they're later in their pr^nancy. 

There are a whole series of events that occur. But just Imsically 
bxolc^cally, kids shouldn't be having kids. They ought to be^^ome 
physically mature. 

Mr, DuRBiN. What public policy initiative will the Bush Adminis- 
tration be propt^ing to deal with teen pr^ancy? 

Dr. Mason. As you know, we have Title X, Title X that are work- 
ing on aspects of that. We feel strongly that there are ways that 
one can approach that and that we ought to he doing everything 
we can to di^urage teen^ pr^nancy, teenage sexual activity. 

Mr. DuRBiN. Dr. Mason, thcBe pn^rams existed tefore the Bush 
Administration came into office. Is there any new initiative or any- 
thing that you're gomg to suggest that you would consider as the 
Bush approach to dealing with this problem? 

Dr. Mason. Not that I m aware of at this point in time. 

Mr. DuRBiN. Can I ask you specifically? On our reconciliation 
bill, we're faced with two asi^ts of it which relate directly to this 
issue and problem. One is an increase of Medicaid eligibility to 185 
I^srcent of poverty. Do you support that? 

Dr. Mason. Tm not sure where the Administration is on that, 
fm not sure that they support that, 

Mr. DuRBiN. Wouldn't you say that bringing more women under 
the protection of Medicaid, particularly those in the income group 
Tve just described, would have a pmitive impact on the health of 
our country and, particularly, on the infant mortality problem? 

Dr. Mason. Yes, it would, 

Mr. DuRBiN. And you're not certain where the Administration is 
on that issue? 
Dr. Mason. That's right. 

Mr. Dubbin. What about the proposal for an additional $100 mil- 
lion in maternal and child health care grants? Are you supporting 
that aspect of reconciliation? 

Br. Mason. Tm not sure where the Administration is on that I 
don't think they have supported that. 

Mr. DuRBiN. Wouldn't you conclude that that additional money 
might help to improve the health of this country in reducing the 
infant mortality rate? 

Dr. Mason. If it were focused and targeted, it probably would be 
beneficial. 

Mr. DuRBiN. As I underetand it, the program is focused and tar- 
geted. 

Chairman Miller. Congressman Packard. 
Mn Packard, Thank you, Mr. Chairman. 

Much of the discussion thus far has been on providing additional 
funds. Are there not other procedures that could be implemented 
that do not simply take on a welfare asp^ of providing funds for 
those who do not have funds or are choosing to use funds else- 
where? 

Is there not some education-ii procedure that could be imple- 
mented? Would you sppel; U that portion rather than simply the 
providing of additional funds f'^r prenatal care? 
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Dr. Ma^n. There's no quration that the education and infoma- 
tion side of this is ab^lutely imi^rative if we^re going to sua^eed. 
The concepts of accountability and resiK^nsibility in terms of one's 
pem>nal tehavior are significant factors in infant mortality. 

But wherever you start, whether it's education and information 
in our schools^ whether it is infonnation that comes in the home, 
family valu^, talking to young people about sexuality, atetaining, 
if they're going to be sexually active, to make sure that pregnancy 
d(^sn t occur, there are a whole seri^ of steps that n^d to be 
taken. 

And, as I said earlier, just throwing money at this problem will 
not prcKluce a solution. It has to be an integrated, comprehensive 
approach. 

And, ultimately, you have to get down to the individual woman. 
She ought to want to have a baby if she^s going to have a baby. She 
should use service that are available. And she should recognize 
that, whether she's smoking or using drugs or whatever, this is im- 
portant that she prepare for that baby. 

iilso there are organi^tional changes that we have talked about, 
like onenstop shopping, that shouldn't add to the budget deficit, the 
use of volunteers in our communities to reach out to pregnant 
women and make sure they get in. 

So there are a lot of things we can do without raising a^ts. 

Mr. Packard. Certainly a healthy educational program would 
help parents to realize that they too have to prioritize, just as the 
federal government has to prioritize. 

We simply cannot come up with the money to do all that we 
would like. We have to prioriti^. Families have to prioritize. 

So they need to be educated to make good priority judgments. I 
think that would be an important part of any program we would 
want to involve ourselves in. 

Thank you. 

Chairman Milleh. Congressman Sikorski. 
Mr. SiKORSKi. Thank you, Mr. Chairman. 

I conmiend you, Dr. Mason, for your testimony. I had a chance to 
read over it. I, too, mi^^ your verbal testimony. 

But the debate this morning has kind of focused on this old 
throw-money-at-problems argument, which is an endless argument. 
But Vd like to put some parameters on it. 

It's more than throwing money at a problem. It's a question of 
who's making policy for America and for our taxpayers who pay 
for it. 

It's not our money and it's not the Administration's money. It's 
the taxpayers' money. Who is making public health policy in this 
country? 

And if you look at the last decade, it*s not the Public Health 
Service, and it's not Health and Human Services, not the National 
Institutes of Health. It's the Office of Management and Budget In 
that fight of alphabet soup, it's not NIH or HHS or PHS. It's 0MB. 

And we should have the Wizard of Oz curtains and bells and 
buzzers and smoke—all here at the time we say it. They're the 
ones who are making policy. And that's the problem. 
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When you're penny-pinching and making public health policy, it 
shows up acro^ the wwuti. You've already noted that we cost more 
by penny-pinchii^ than we save. 

We would save if we put the money into thei^ basic programs 
and do the cheaj^r programs at the l^nning of the problem than 
we pay— what is it, $10,(100 a day? 

How much is it a day to keep a preemie, a sevei^ly disabled pree- 
mie, in an intensive care unit for two months? $100,000? $50,WK)? 

Dr. Ma^n. $1,500 a day approximately. 

Mr, SiKORSKi. It's $1,500 a day. That's $45,000 a month. Two 
months, that's $00,000. For that, you could outreach. And to do 
education prc^ams, that tak^ money, too. 

So it's not a question solely of ^ving money. Unfortunately, 
when they a)unt the penni^ at 0MB, they count them on the way 
out, and they never count them when they show up later on in re- 
duced outlays because we're saving taxpayers money and we're 
living deformiti^ and limte and lungs and human lives over 
there. 

And, secondly, I'd argue that people like you, talented people, 
people who have technical bacl^^rounds, should making the 
public iK>licy, not a bunch of lawyers and economists over at the 
Office of Management and Budget. 

George Bernard Shaw said if all the economists in the world 
were laid end to end, they'd never reach a conclusion. And he said 
if all the lawyers— and I'm one of them— were laid end to end, it'd 
be a good thing. 

When we have the budget in the Office of Management and 
Budget driving public pplicy in health— I fight this o i a daily basis 
on the Health and Environment Subcommittee — we don't have the 
people who know making the decisions for the taxpayere. And I 
think the taxpayers get cheated. 

Secondly, we can talk about the Red Cross. We can talk about 
1,000 points of light. But the fact is, when we're talking about 
10,000 human lives in a pro-life Administration, we should at least 
guarantee a basic infrastructure so that thc^ 1,000 ix>ints of light 
can beam brightly. 

And we're not providing that basic infrastructure as a federal 
policy. And I would argue that if we do anything as a federal gov- 
ernment, we should be saving theme lives at the early end. 

So I gu^ I have no questions. Maybe you'd like to make a com- 
ment. 1 just think that this debate of throwing money, throwing 
money, throwing money isn't the way the debate is properly 
fram^. 

We're saving money. We're trying to get minimum commitment 
so that the othere, the nonprofits and tne profits and othere, can 
build uiK>n that. And we want the people who know making basic 
public policy in this country. 

And I want to commend you for sticking your neck out here and 
there this morning. 

Dr. Mason. Just one comment if I might. We're concerned about 
our state and IcK^al health departments. The Institute of Medicine 
about a vear ago put out a monc^aph called "The Future of Public 
Health.' And thev praised the local and state health departments 
for what they had accomplished with the resource that they had. 
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But they said that l^cause of under-funding at the state and 
local level, public health in the United States is in disarray. 

And, you see, not only do I have to decide within a certain 
budget where Tm going to put my prioritira, but the same thing is 
going on at the state and local level. 

And youVe got to keep a number of balls in the air simulta- 
neously. The calls for service at the local level are not just for 
mfant mortality or prenatal care. They^re called upon to be in- 
volved in a lot of areas, and they have to establish their own prior- 
ities. 

And I should think that every one of them would say, **L«t's put 
all our money in this one area,' but there are lives to be saved in a 
number of different areas and ne^s to be met 

And that^s what I think we are really working on. Within what 
we have, we have to put the mone^ where it will do the m<^t good. 

Mr. SiKORSKi. I tMnk you remmded me of a iK)int that I lost 
when I started quoting George Bernard Shaw. And the point is: 
We're not talking about meaningless gratures to the poor or some 
quick-rip themes for health prof^sionals or others to do some 
busy work out in the community. We're talking about basic health 
programs that provide healthy IxKiies, 

And if you're an economic determinalist and you're only looking 
at what it means for the economy, you can't run a national econo- 
my without healthy human beings. You can't fight an internation- 
al trade war without healthy human beings. 

These two issues are you can't have a ^ood health orogram with- 
out good tax-paying, functioning, productive economy providing the 
support. 

likewise, you can't have a good economy and a nationally, inter- 
nationally competitive economy without healthy human beinp. 
They fit into each other. And we're missing the boat right at the 
banning here on these several thousand human lives. 

Thank you, Mr. Chairman. 

Chairman Miller, Congr^man Wolf? 

Mr. Wolf. I have no questions. 

Chairman Miljler. Mr. Evans? 

Mr. Evans. I have no questions. 

Chairman Miluib. Dr. Mason, thank you very much for your tes- 
timony. And let me just say that I think that you can hear it here. 
And I don't think this is partisan. I think what we're looking at is 
the opportunity of the new Administration. 

You know, I can remember going to a dinner to kick off the cam- 
paign for healthy babies right from the start. I believe it was the 
March of Dimes campaign that started a number of years ago. And 
the attraction at that dinner was that I think that every cabinet 
member and his wife was there. And the wives were all honorary 
members of the campaign. 

And after dinner, the Cabinet members all went back and they 
cut their budgets for the various pri^ams that would help us have 
healthy babi^ right from the start, so to speak. 

And our concern here is that we do have an opportunity. One of 
the things that this Committee has tried to focus on is where we 
get a match in good public policy and good economics. 
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We have identified a number of areas. Obviously, the areas ti^at 
you're familiar with are prenatal care and maternal and chiM 
health care. All of the studies by every administration, by the foun- 
dations, by the universities, by the hc^pitals, the medical asswia- 
tions and others all of them indicate that it's real good economics. 

As you point out, this $2 billion is really l^ing missi^nt. It*s not 
being wasted, but it*s being misspent in terms of the results that 
we want And, as I think you heard here this morning, there is a 
better way to si^nd that money. 

One of the things that concerns me is exactly what Mr. Sikorski 
pointed out. If you want to spend money, the pejorative term jumi^ 
m here that you're throwing money at a problem. 

The fact of the matter is there's no reason why the Surgeon Gen- 
eral or the Department of Health and Human Services cannot tell 
states that it is a condition of receiving money or it is your intent 
that they will not receive money. 

Give them a year. Tell them you want one-stop shopping now. 
We can do that. We have the capability of doing that. And, theo^ 
retically, it won't cost us a dime. 

If the states come back and tell us they can't do it for budgetary 
reasons, then well know that. The concerns that Mr. Bliley has 
and that the staff uncovered about c(K)rdination can 1^ addressed 
by federal dollars which are driving the system over^L 

Mr. Bliley. Mr. Chairman. 

Chairman Miller. And we already have the capability to do 
that. And I think what we're hungry for is a sense of initiative and 
urgency about these babies and ^ut these women and about 
these families. 

You know, if necessary, we're fully prepared to do it. We've done 
it when I was a member of the Budget Committ^. We can change 
tliose priorities and engage in initiatives which result in savings. 

We've done that befo.-e. We've made those cuts. And they've 
come along. 

Mr. BuLEY. Will the Chairman yield? 

Chairman Miller. One second. 

And so I think there really is an opportunity, and I want to 
thank you for your candor. I want to thank you for your attitude. 
And I just hope, it becomes part of the policy of this government. 

Forget Administration or Congress. We've both lagged here a 
little bit. 

That is the question because one of the things we've found in 
this room is that when we put these issues to a vote on a bipartisan 
basis, there has been suppoH for these early initiatives. 

But what has happened historically is we've been kn(K^ked down 
because the Administration did not want to seek the expenditure of 
those monies the Republicans and Democrats voted on. They voted 
because the case has been made that that is an investment and 
we're going to get a return on it as op{K)sed to the $2 billion ex- 
penditure, which is a questionable rate of retuni in terms of the 
long-term health of these families and these children. 

I yield to Mr. Bliley. 

Mr. Bulky. I thank you, Mr. Chairman. 

And, Dr. Mason, I, too, want to thank you for your candor and 
appearance here this morning. I would hope that you would look at 
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HR 2881, which I have intiwiuced, which is the consolidated Mater* 
nal and Child Health Services Act for, if that hecomes law, it 
would call for $7,2 billion, alnw^t $7.3 billion, concentrated in one- 
stop shopping. And it wouldn't be any new money. 

It would coordinate the $5.5 billion ^hat the federal government 
has spread over 10 programs or so. And it would take the $L7 bil- 
lion tnat the states are currently standing, put it all together and 
have one-stop shopping. 

And I don't think we'd need a lot more money. We may need 
some, but I wouldn't think we'd need a great deal to do tne job. 

So I would ho|^ you would IcKjk at it. 

Dr. Mason. We'll look at it very carefully » 

Chairman Miller, If I might, I think it's imiK>rtant that you look 
at some of these initiative that members are supporting who, like 
Mr. Bliley, have spent a great deal of time on. 

The other thing is: We're talking about saving babies 10,000 out 
of 40,000. And let's not pretend, all of a sudden, that those 10,000 
have become the crack and the AIDS babies* 

Because, at least in the area that I represent, on the Indian res- 
ervations that I have visited, and the areas in the upper Midwest 
that I have visited, hospitals, public health clinics, and others have 
an identifiable iK>pulation within their catchment area of people 
who need these service^!, but they are unable to extend those serv- 
ices to them. 

So we can get to work on this population very quickly before we 
get into the complications of AIDS and crack and all of the other 
attendant problems. 

This population, can be dramatically whittled down with people 
who simply are not receiving services. And outreach, again, if the 
federal government wants the states and local governments to 
engage in outreach, all it has to do is say so. 

But we're coming out of a 10-year period where outreach was not 
encouraged because outreach meant you had to spend dollars be- 
cause once you find them, you have to serve them. 

And so we want to reverse that trend. We're perfectly capable of 
doing that by administrative ruling should we decide to do tnat. 

And if that runs into problems, I suspect that they can be cured 
by the Congress b^ause there's bipartisan support for those ef- 
forts. And maybe that's how we find out where the most efficient 
expenditure of those dollars are. 

Well, thank you again very much. And we look forward to con- 
tinuing to work with you. 

Next we will have a panel that will be made up of Pamela Robin- 
son from Maternal-Child Advocacy Project at Wayne State Univer- 
sity in Detroit; Dr. Ezra Davidson from King-Drew Medical Center 
in Los Angeles, who will be accompanied by Sarah Brown from the 
Institute of Medicine, Washington, DC; Dr. Joyce Thompson from 
the University of Pennsylvania School of Nursing from Philadel- 
phia; Dr. Marilyn Poland, who is from Wayne State University 
again; and Dr, John Niles, who is from the Mayor's Advisory Board 
of Maternal and Child Health, Washington, DC. 

Welcome to the Committee. Your formal statements will be 
placed in the record in their entirety. And I would like to encour- 
age you to proceed in the manner in which you are most comforta- 
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ble, and that includes the extent to which you would like to com- 
ment on what you heard between the committee and Dr. Mason. 
You should certainly fe^l free to comment on that should you so 
d^ire. 

And, Pamela, we'll start with you. 

STATEMENT OF PAMELA ROBINSON, MATERNAUCHILD HEALTH 
ADVOCATE, MATERNAL-CHILD HEALTH ADVOCATE PROJECT. 
WAYNE STATE UNIVERSITY, DETTROIT, Ml 

Ms. Robinson. GckkI morning. Vm Pamela Robinson from the 
Maternal-Child Health Project in Detroit. I have been an advocate 
since July of 1988. I became an adv<x:ate because I know that a 
helping hand and suppKjrt made a positive impact in my own life. 

'Hie Maternal-Child Health Advocacy Project is one of several 
outreach prc^rams funded by the Michigan I^partment of Public 
Health to fight the high infant mortality rate in 13 Michigan coun- 
ties. Our long-range goal is to reduce infant mortality by improving 
pregnancy outcome and the health of infants. 

'Hie services we offer are designed to increase the independence 
of families. They include assisting women to seek prenatal care and 
to use community resources. 

In providing these services, we add tender, loving care that con- 
sists of a helping hand, a shoulder to lean on, and someone who 
listens. 

Since January of 1987 we have provided case management advo- 
cate services to almost 2,000 families. Forty-six percent of our cli- 
ents had problems with basic needs. These problems are barriers to 
getting health care and other needed service. 

I would like to tell you about a client of mine who had many of 
these problems. Let's call my client Mary. When I began to work 
with her, Mary was 21 years old, 5 months pregnant, and had a 2 
and a half year old son. Although she was enrolled in prenatal care 
and had Medicaid, she was not getting the c^re she ne^ed. 

Mary had recently teen burned out of her apartment, lost all of 
her possessions, including her important papers and identification, 
and had to move in with her mother. 

Her mother didn't have adequate housing for herself and her 
other children because six months earlier, she had been burned out 
also. With Mary and her son, there were seven people lining in a 
two-b^room house with no heat, borrowed electricity, arid plumb- 
ing problems. 

Mary was missing prenatal visits at this time because she had 
just lost her Medicaid, She was depressed and seemed to have no 
will and encouragement. 

On the day I met Mary, I dealt with her main concerns, which 
were housing, food, and* clothing. Over the next six weeks, we 
worked on housing, finances, and Medicaid. Only after these con- 
cerns were addr^ed was she able to resume her prenatal care. 

Over the next few months, housing problems continued. Mary 
was also hospitalized for vaginal bleeding that began after a fall. 
She was relea^ when she and the baby were out of danger. 

She finally found suitable housing. 
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I am continuing to work with Mary and even though she still has 
some problems, she is more independent and persistent in dealing 
with these problems. 

Other barriers to care are transportation and busy clinics. There 
are very few private physicians who will provide prenatal care. 
And our system of hospital and health department clinics cannot 
meet the demand. 

For example, the average wait for the initial prenatal appoint- 
ment in the clinic network is four weeks, and the waiting time in 
the clinics is usually several hours. 

The health of families does not depend on doctors and clinics 
alone. We must have adequate health care systems. However, as I 
have described, resources to meet basic needs are also essential to 
health. Without jobs, housing, food, and clothing, people will not 
seek health care services. 

Thank you for the opportunity to speak with you today, 

(Prepared statement of Pamela Robinson follows:] 
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Prepared Statement of Pamela Robinson, MATERiAt-CHiii) Health Advocate 

Project, Detroit, MI 

C5oo(S mornina iadies and gentlemen^ I am Painela Pobinson from 
the MAternal-cmid Health Advocate Proiect in Detroit* Michtcran. 
I have fceen with the proiect since July, 1988* I became an 
advocate because I wanted to help people. I Know from 
experience that having help and support Triade a positive iiRpact 
in sy own life. By giving heip and support to others, I hope to 
©ake a positive difference m their lives. 

The Haternai-Ch i Id Health Advocate Proiect is one of several 
outreach programs funded by the Michigan Department of Public 
Health to jombat the high infant laortaiity rates in 13 Michigan 
counties. We are based at Wayne State Univer^ ty. Our long 
range goal is to reduce infant mortality by iropro mg pregnancy 
outcomes and the health of infants* 

The 3t?rvlces we offer are designed to increase the independence 
of fanjllies. They include hoise visits, assisting woroen to seek 
early and regular prenatal and infant health care, referrals for 
community resources and other social services, inforn^ation about 
health* nutrition and parenting, and assistance with problem 
solving. In providing these services* we add a little TLC. 
Tender, loving care that consists of a helping hand, shou ^r 
to lean on and someone who listeris« 

Since our program began in January of 1987. we have provided 
advocate services to almost 2*000 fatnilies and have helped an 
additional 400 women register for prenatal care. To give you an 
Idea of the difficulties families are faced with, of the first 
1,064 clients enrolled in our programi 

46^ had problems obtaining clothing 

40% had problems obtaining food 

32% had problems obtaining insurance 

23% had problems obtaining transportation 

23% had emotional problems such as depression and anxiety 
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These problems are barriers t^at interfere with our clients 
ability to aet he&lth care and other needed services* 

1 would liXe to tell you about a client of mine who had itiany of 
these problefBS. Let's call my client Mary. I beaan to work 
with Hary in December of 1988* She was 21 years old. 5 months 
pregnant and bad a 2 1/2 year old son. Although she was 
enrolled in prenatal care and bad Medicaid • she was not getting 
the care she needed because of the many problems she was faced 
with* 

Hary had recently been burned out of her apartment, lost all of 
her possessions* incladina her important papers and identifica- 
tion, and aad to move in with her mother. Her mother did not 
have adequate housina for herself and her other children because 
6 months earlier she had also been burned out and was forced to 
move into poor housing. The first thing I noticed when I 
approached the house was the 2 steps missing from the entrance. 
With Hary and her son. there were now 7 peopie living in this 

2 bedroom house. There was no heat, the electricity was 
borrowed from next door and there was a foul smell m the house 
due to plumbing problems. Hary was missing prenatal visits at 
this time because she was depressed, seemed to have no wiU, and 
had no encouragement because the whole family was overwhelmed by 
the housing situation. 

On the day I met her. Hary stated her family needed food. I 
gave her a referral for emergency food and enrolled her in a 
food co'-op and a supplemental food program. We then began to 
work on replacing the clothincr she had lost in the fire. 5h' 
needed clothing so that she could get out and begin to get her 
life back in order. Over the next 4 to 6 weeks we worked on 
housing and getting her finances and Hedicaid in order. During 
that time we also talked about the importance of prenatal care. 
Hary followed through by making and keeping a prenatal appoint- 
ment. The help and support I was able to give her made a 
difference in her ahtlity to act on her problems. 

'n February of 1989, the family experienced a third vouse f.^e 
and possessions were lost again. Mary then was forced to liv'^s 
With a friend for several months. During that time she fell, 
iniured herself and began to have vaginal bleeding. She did not 
see>f emergency treatment until I encouraged her to do so. When 
she went to the doctor* Hary was hospitalised for a week. She 
was released when the doctors felt she and the baby were out of 
danger . 
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Ksry finally found suitable housing in April* only 3 weeks 
before she delivered a healthy 6 ifc», 15 02. baby girl. I asi 
continuing to work with Mary* Even though she still has some 
probleiasr she Is more independent and persistent in dealing with 
those problems now. 

Transportation is also a probiero for families. Even though we 
do have some transportation services in Detroit, including the 
Healthy Baby Service* they are not adequate to meet the needs. 

Another barrier to obtaining needed health services is an 
inadequate systes capacity • There are very few private 
phyoiciana in Detroit who provide prenatal care» The system of 
hospital and health department clinics that is in place cannot 
meet the demand* For example, the average wait to get an 
initial prenatal appointment in the Maternal-Child Health 
Network is 4-6 weeks. In addition* the waiting time in the 
clinic itself is usually several hours* 

The health of faifillies does not depend on doctors and health 
facilities alone. We muBt have adequate health care systems. 
However^ as I have described, resources to meet basic needs are 
also esaentiai to health. Without ^obs. housing, food and 
clothing, people will not seek health care services. Measures 
to promote healthy families must be ;.omprehensi ve and 
coordinated across disciplines, agencies and departments. 

Thank you for the opportunity to speak with you today. 
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Chairman Miller. Thank you. 

Dr, Davidson, you can move that microphone a little bit closer. 
Thank you. 

STATEMENT OF EZRA DAVIDSON, JR, M.D., MEMBER, COMMIT- 
TEE TO STUDY OUTREACH FOR PRENATAL CARE, INSTITUTE 
OF MEDICINE, PROFESSOR AND CHAIRMAN, DEPARTMENT OF 
OSTETRICS AND GYNECOLOGY, KING DREW MEDICAL CENTER, 
LOS ANGELES, CA, ACCOMPANIED BY SARAH S. BROWN, STUDY 
DIREC^rOR, COMMITTEE TO STUDY OUTREACH FOR PRENATAL 
CARE, INSTITUTE OF MEDICINE, W ASHINGTON, DC 

Dr, Davidson. Thank you. I want to compliment the Committee 
on focusing its attention to these issues. I think it's quite impor- 
tant. 

My name is Ezra C, Davidson, Jr. Urn professor and Chairman of 
the Department of Obstetrics and Gynecology at the University of 
Medicine and Science in the King-Drew Medical Center in Los An- 
geles* 

I served as a member of the Institute of Medicine Committee to 
Study Outreach for Prenatal Care, which produced the report *Tre* 
ratal Care: Reaching Mothers and Reaching Infants.'' 

I understand that I was invited to testify today based upon my 
personal experience as a member of the lOM panel and my profes- 
sional experience of the problem of delivering maternity care to 
low-income women on a day-to-day basis in Los Angeles, 

I have included the exact text of the conclusions and major rec- 
ommendations from the Committee. I do not believe that they 
could be better or more succinctly stated, 

I do want to emphasize one major point from our conclusions. We 
learned that things are really terrible out there in regards to ma- 
ternity health service. And they are so terrible that the congres- 
sional penchant for incremental changes will not fix this problem. 

Expanding Medicaid alone, adding home visiting alone, support- 
ing nurse midwives alone, increasing reimbursement alone, noth- 
ing alone will solve the problems. There must be major fundamen- 
tal change in the ways we finance and deliver care for low-income 
women. 

The Committee grouped the barriers to prenatal care into four 
categories— most of this is not new — one, financial and administra- 
tive barriers for women, which range from problems with private 
insurance to problems with Medicaid coverage to no insurance cov- 
erage at all; second, inadequate capacity in the prenatal care 
system; third, problems in the organization, practices, and atmos- 
phere of prenatal services themselves; and, fourth, cultural and 
personal factors that limit the use of services. 

I think that if the Committee w^ere meeting today, rather than in 
1985, as we did, it would add crack cocaine as a fifth barrier. The 
situation that develops when drugs such as this are added to preg- 
nancy is so devastating that it deserves its own place on the list. 

The financial system that currently supports maternity services 
for poor women in many communities is primarily Medicaid. In the 
past few years much has been dona to expand eligibility for Medic- 
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aid and to split this pn^ram from the traditional association with 
cash assistance to dependent children. 

Much of this activity has been helpful as a positive response to 
the concern about the financial barriers to prenatal care, those bar- 
riers mentioned most often by pregnant women. 

However, the same attention has not teen paid to the provider 
side of the service equation. The capacity to provide maternity 
services to the women who have become eligible under the expan- 
sions of Medicaid, or those who are still uninsured, is woefully in- 
adequate. 

The government has ignored or underestimated the incentives 
required to ensure an adequate numter of providers needed to 
serve poor women: adequate and fair reimbursement, and equally, 
if not more, important, streamlining the payment mechanisms, 
which in the Medicaid administration are so frustrating and in 
themselves costly. 

Specific attention must be given to reducing the uncertainty and 
complexity of Medicaid for the physician, including: the determina- 
tion of patient eligibility and duration of eligibility, inadequate cov- 
erage for services needed by women with high risk pregnancies; 
complexity and unnecessary delays in billing; and the difficulties 
and loss of time required to redress these billing problems. 

The government has ignored or underestimated the incentives 
required to ensure an adequate number of provider needed to 
serve poor women. Many of the changes are administrative, rather 
than financial, that are needed. 

One cannot address the issues of acce^ without addressing the 
liability situation, which in some places created absolute barriers 
to care and in others exaggerated existing problems. 

in my home state, for example, one of the insurance companies 
is threatening to deny insurance coverage for drop-in deliveries. 
This would create an absolute barrier to care. 

The cost of liability coverage caus^ many physicians to drop ob- 
stetrics from their practice. In other c^es, the costs make it harder 
to care for poor women because the additional services necessary to 
treat high risk pregnancies are not covered by Medicaid. 

The common telief that physician non-participation is due only 
to inadequate funding an J physician attitudes is unjustly incom- 
plete. The system has burdens that it should share in this responsi- 
bility for lack of participation for providers, and more concern 
should be devoted to the provider concerns of reaching remedies. 

In Los Angeles in the calendar year 1988 over 170,000 births oc- 
curred in Los Angeles County. This represents H4 percent of the 
births in the State of California and 4.8 percent, or 1 out of every 
23, of those in the nation as a whole. 

Of the total births in the county 44,000, or 26 percent, represent 
women who sought maternity services from public sector facilities; 
that is, clinics and hc^pitals operated by the County Department of 
Health Services. This is approximately 28 percent more than the 
34,900 birth capacity of this system. 

Since the early 1980s the Los Angeles Department of Health 
Services has attempted to meet the increased demand for materni- 
ty services through a variety of mechanisms, including contracting 
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with private hospitals and private physicians to accommodate this 
patient load. 

Unfortunately, provider participation , both hospitals and physi- 
cians, in the Medicaid program has so deteriorated during the 
decade of the '80s that acce^ to needed health services remains se- 
verely limited in this private sector. 

The failure of Medicaid reimbursement levels to keep up with es- 
calating costs combines with the incessant, ubiquitous complaints 
related to non-timely payment of billings, complicated and burden- 
some billing and payment systems, arbitrary denials of requests for 
prior authorizations, legal liability concerns. 

And exorbitant malpractice insurance premiums has driven most 
hospitals and practitioners out of the Medi-Cal Program and left 
them with such a bitter taste in their mouths that even recent at- 
tempts to increase the reimbursement levels and improve the 
claims processing system have not been successful in inducing suf- 
ficient numbers of providers back into the program. 

Consequently, access to care remains a rapidly deteriorating 
problem for low-income women in Los Angeles today. 

In the King-Drew Medical Center, which is a county hospital, 
part of the Lros Angeles Department of Health Services, the Depart- 
ment of Obstetrics provides delivery services to over 8,000 poor 
women each year. It is the second largest service in the State of 
California and the seventh largest in the country. 

Eighty pendent of the obstetric patients were Hi spanic and 15 
percent were black last year. These percentages have remained es- 
sentially unchanged for the last 10 years. 

Participation in prenatal care has seriously deteriorated since 
1978. In that year, eight percent of the women who delivered at the 
King-Drew Center reported no or unknown prenatal care. By 1988 
this group had grown to 33 percent. 

Significant racial and ethnic differences exist between those who 
do and do not have prenatal care, both for the black and Hispanic 
women. 

Among black women, the percentage who have not had care has 
increased from 30 percent to 50 percent in the past 5 years. Among 
Hispanic women, the percentage has almost doubled, increasing 
from 15 to 27 percent over the same period. 

The significance of not receiving care can be seen on the impact 
on the perinatal mortality, which are fetai and newborn lives lost. 
Seventy percent of the perinatal mortality comes from this group 
of not receiving prenatal care, as do most of the babies that end up 
in our high tech, high cost Neonatal Intensive Care Unit. 

In my testimony, I have appended several graphs and charts de- 
scribing these data in more detail. 

Finally, I think that the recommendations in the Institute of 
Medicine report "Prenatal Care: Reaching Mothers, Reaching In- 
fants" deserve detailed attention for guiding reform of the materni- 
ty care system. I think that ultimately the services must be orga- 
nised and administered from the point of view of the pregnant pa- 
tient. 

Eligibility determination and registration must be simple and 
understandable* The administration of services should be plain and 
straightforward. 
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Other necessary services should be easily accessible and avail- 
able, such as other necessary medical services for high risk preg- 
nancies, supplemental food program, WIC, infant care services, 
educational and psychosocial support services. It is my personal 
opinion that this can be accomplished in both the private and 
public parts of this medical system. 

Of extreme importance is having swious respect for the concerns 
of the providers. This calls for program administration with a re- 
solve to be user friendly, reacting with support to the problems of 
eligibility, administration, and reimbursement. 

Importantly t in this time of budget constraints, providing prena- 
tal care sei^vices has been provided to reduce overall cost. 

Continuing to incrementally expand eligibility and coverage, 
even with increased reimbursement, is clearly not enough. Reform 
of the administration of these services to invite better participation 
of providers and patients is necessary. 

The medical liability crisis must be moderated. I personally sup- 
port the recommendations in the recently released Institute of 
Medicine report **Medical Professional Liability and the Delivery of 
Obstetrical Care.'' This report recognizes the increasing impact of 
the liability problem on the availability of obstetric care and the 
imi^Uing needs for reforms. 

I appreciate the opportunity to appear before this Committee, 
Mr. Chairman. 

[Prepared stalement of Dr. Ezra C. Davidson, Jr. follows:] 
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Prepared Statement Ezra C. Daviwson, Jk.. M,D„ Professor and Chairman, 
Department of Obstetrics and Gynhtolouv, Dkew University of Medical Sch 

ENCE, AND KiNG-DRKW MROICAL CeNTER, ANO PrOFE^R, DEPARTMENT OF ObSTET- 

mvs AND Gynecology, UNiVF4?i$iTY of California at Los Angeles, Ur^ AngelI'::s, 
CA 

My name is Ezra C. Davidson, Jr. MD. I am Professor and Chairman of tne 
Department erf Obstetrics and Gynecology at Drew University of Medici Science and 
King-Drew Medical Center In Los Angeles, CalKomia. I served as a member of the 
Institute of Medldna (lOM) Committee to Study Outreach for Prenatal Care which 
produced the report "Prenatal Care: Reaching Mothers, Reaching Infants." I understand 
that i was invited to testify today based upon my f^rsonal experience as a member of the 
lOM panel and my professional experienro of tfie problems of delivering maternity care 
to low-income women on a day-to-day basis in Los Ar^geles. 

The Instituta of Medicine Report 

The lOM Committee to Study Outreach for Prenatal Care was an interdiscipiinary 
group, convened to ^dy ways ^at more women could be drawn into early prenatal care 
and kept in care throughout their pregnancy. The committee was asked to focus on 
outreach as a method for increasing the use of prenatal care. But it was evident early in 
ttie study tfiat outreach could not be studied apart from the maternity care system in 
which it might occur. 

The commit*. Js investigations and its report covered a wide r?^;;? of subjects, 
induding: "demographic risk factors, the barriers to the use of prenatal care, women's 
perceptions of the baniers to care, provider's opinions about the factors that account for 
delayed care, multivariate analysis of predictors of prenatal care use, and lessons learned 
from a variety of programs that attempt to improve utilization of this basic health sendee/ 

I have included below the exact text of the conclusions and major 
recommendations from the committee, l do not t^lieve that ttiey could be better or more 
succinctly stated. I do want to emphasize one major pc;int from our condusions: We 
learned that things are rea» cemble out there. And, they are so terrible that the 
congressional penchant for incremental changes won't fix the problem. Expanding 
Medicaid alone^ adding home visiting alone, supporUng nurse midwives alone, increasing 
reimbursement alone, nothing alone wiH solve tfie problems. There must t>e major, 
fundamental change In the ways we finance and 6b\nbt care for low-income women. 
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Tfm commfttee grouf^d the banimB to piwiata! cs^ into fou- cat^<»^: 1) 
fti0nd^ and adminis^i^ive berriers for w^mwi, wWdi raf^ from fs^bto^ wim f:»l\^ 
Irmrance to pitrf^tems wtti Medici owsfage to no in^irmc^ ojver^e at aB: 2) 
inadequate caparity W\ ttis prenat^ sy^em; 3) prottero (n the oigart^rtion, 
prat^c^, and atirospher© of pr^iatal servk^ thcmrr^V^, and 4) oito^ and personaf 
fectofs that Mt the use of servfees. I tfwik that if the committ^ ware mating today, 
rather than in 1^ as did, it vmtki acW "OBc*' cxx:^^ 

that develops vvtten dn^ take over a omTiunrty is so dsv^tating that It desen^ its 
own place on the li^ 

I want to e)£pand ufwi swte aspects of xhese t^ers ^ I de^5nt>e for you ^ 
situation that we face in Los Angaies. Uut±i of what ! wHJ include fits Into the second 
cat^ory. inad«?uate capacity In the system, although it relates to ^ category of ftnanctel 
barriers, and as a result, to the ^fid category of barrio, how services are organized and 
de'i'vered, as well. Though there is a definite increase in the orotrfems of access in rural 
ar^, mainly due to f%sicians droppng otsstetric care from their practices, I will foois 
my attention on the probl^ns in urtjan areas. 

The finffiTdal system that Oirrentiy support matemny sanrk^es for poor women in 
m^ communities Is primarBy Medicaid. In ^ past few years mut^ been dons to 
expand eligibility for Medicaid and to splft mis progrmn from Rs tmdftional association 
v«th cash ass^tance for dep^^dent children. Much of this activity has been helpful as a 
positive response to the cxmc^m about fte firtandal banierB to prenatal care - those 
harriers nwitksTed most oft^ by pr^nartt wmen. 

However, the same attentton has not been pmt^ to the pra^kier side of the service 
equation. The capacfty to provide maternity services to the women who h^ tecome 
eHglbte under the exp€rtsions of Medicaid, or ^ose who arg^ .*titi uninsured, is wosfuUy 
inadequate. The governnwrt has ignored or urKierestimsrt^ the incentives requ^ 
ensure an adequate number of f^widers needed to san?e poc^- wcsnen; adequate and fair 
reimbursement, and equafty* If not more, important, streamlining ttm payment 
mechanisms, which in the Medicaid administration are so fn^tratlng and in themseKres. 
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costly. Spedftc attrition must be given to redudng the uncertainty and ajmplexity of 
Medicaki for the phystoan, including: the detarmination of patient eligit>i!ity md duration 
of efiglbility, inadequate coveri^e for services needed by vramen wi^ high risk 
pregnancies; complexity and unnec^^ry detays in bHIing; and the difficutties and toss of 
time reqtttred to redress these bBling problems. 

One cannot address the issues of access without addressing ^e \\aM^ situation 
whk^ has in some places created at>solute barriers to care and m others exacert>ated 
existffig problems. In my home state for example, one of the insuram^ companies is 
threatening to deny cowrage for -drop^n" deliveries. This would create an absolute 
barriar to care. The costs of iiabilfty cos^rage cause many physloans to drop obstetrics 
from their practice. In o^ cases, the costs make it harder to care for poor women 
because the additional services necessary to treat high risk pregnandes are not covered 
by Medicaid. 

Parenthetically, In one small etrort regarding physidan participaton, there was 
Congressional support for authorization for demonstration project under Medicaid 
designed to give states an opportunity to implement innovative ways to improve physician 
participation. It's my understanding that the Senate removed even this incremental effort 
from the reconciliation toll this month- 

The above list is the briefest sketch of what must fc>e endured by physicians to 
participate in the program. The common belief that physician non-participation is due only 
to inadequate ftjnding and physician attitudes is unjustly incxjmplete. These system 
burdens share much of the responsibility for physicians' iad< of participation and should 
be equally considered In remedies. As a result of these problems, fewer and fewer 
physicians and private hospitals provide obstetric services to Medicaid patiente, and the 
public facilitieSt includir^ the hospitals, that provide such services are so overloaded that 
they cannot meet ttie need. Medicaid is so underfunded and so bureaucratic^ impair^ 
that services cannot be delivered in a fashion that even approaches adequate. 

Additionally, the Important new report. 'Caring for the Future* The Content of 
Prenatal Care," issued by the Public Health ^vervice calls for greatly expanded educational 
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and psychosocial services for high risk patisnfe. This report furth^ documw^ how we 
are failffig our pregnant worron and chHdren when we caruK^ evm pay for ^e very basic 
and imj^^tEtfit medico smvices needed by th^e sarr« woiron. 

The S^iation tn Los ArK;;.:4S 

! wouW like to ^ank InMn Slft>erman. MD, MS, DifecU^ of Maternal Hea^ and 
Family Pianning Progr^ns, County of Los Angeles D^jar&nent of Heaith Sendees fcM- his 
assistarw^ in providing soma of frie following data and perspectives from Los Angeles. 
However, I acc^t fuH responsibilfty the editorial emphasis and final a:nt^. 

in calendar year over 170.D00 births ooJun^ m Los Angeles County. This 
represents 34% of the bir^s in the State of Califdmia, and 4.3%, orl out of every 23, of 
those in the nation as a whole. Of ^e total bir^ in the county, 44,6CK) or 26%, represent 
women who sought maternity sendees from public sector tedlfties, i.e., the dinics and 
hospitals operate by the County Department of Health Senrices (DHS). This is 
approximately 28% more than the 34,^ births capacity of the DHS system. 

Since the eariy i^Os, the Los Angeles E^artment of Health Services has 
atten^pted to meet the increased demand for maternity services through a variety of 
mechanisms, in addition to nnarkediy inaeasing the total number of prenatal visits within 
the system, a special effort was directed toward r^^udng the waiting penod for new 
apfX)intments» i.e., entry Into the system, down to a county-wide average of less than two 
weeks. This was accomplished between Februa y and June 1^ by expanding the 
number of prenatal ciirtic intake sessions with new^ added staffing resources plus shifting 
of personnel from other categorical pubhc health programs and ^om foUow-up/revisit 
prenatal clinics. 

While this objective has bean met» it has introduced the exji^Bd marked increase 
in the demand for routine, foHow-up clinics, as weH as a proportionate ir>crease in referrals 
to the hospitals' aire ^iy overburdened special obstetric and high risk prenatal dinfcs. 

Recognizing that one of the major sources of the increase in service demand in Los 
Angeles County stemmed from the uncontrolled and unpredictable addition of 
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undoojmented Immigrants to our communities, and the ever-growing numbers of 
uninsured and underinsured working poor, the Caiffomia State Legislature responded in 
1988 by passing legislation whtdi provided Medi-Cal insurance cx)verage (Medicaid) to 
all financially qualified women for emergency and pregnancy-reiated services (SB 175, 
Maddy), and by increasing the income eligibility ievel to 1B5% of the federal poverty lev^ 
(SB 2579, Bergenson-Roberti). The first measure took effect October 1» 1988, the latter, 
July 1, 1^. 

Unfortunately, provider participatbn - both hospitals and physicians - m the Medi- 
Cai Program has so deteriorated during the decade of the eighties, that access to needed 
health care services for these newly eligible women remains severely limited in the private 
sector. The failure of Medi*Cal reimbursement levels to keep up with escalating costs, 
combined with the incessant and ubiquitous c^nplaints related to non-timeiy payment 
of billings, complicated and burdensome billing and payment system, arbitrary denials of 
requests for prior authorizations, legal liability concerns, and exorbitant malpractice 
insurance premiums has driven most hospitals and practitioners out of the Medi-Cal 
Program, and left them with such a bitter taste in their mouths that even recent attempts 
to increase the reimbursement levels and impnDve the claims processing system have not 
been successful in inducing sufficient numbers of providers back into the program. 
Consequently, access to care remains a rapidly deteriorating problem for low-income 
women in the county. 

At this time, Autumn of 1939. many communities m Southern California, and 
elsewhere in the state^ find this situation approaching a flashpoint. Private hospitals in 
Southern California are unwilling and/or unable to Bccept additional publldy funded 
patients. The resources for expanding the availability of prenatal care in public sector 
fadfities are fully expended. County hospitals and clinics are operating far beyond their 
safe ano rational fimfts, with department heads frantically seeking means to prevent the 
unmanarieable influx of high risk patients and trying to cope with the complement of 
overworked, disillusioned and disgruntled nursfng and houce staffs, and quality assurance 
and medico-legal liability concerns and consequences. One specific case dramatizes the 
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situation for aH: In Orange County » guards have been placed at the Unh^rsity of Califomla 
at ln«ne Medical Center to direct pregnant women who did not rereive prenatal care m 
orm of its clinics to other hospitals. This is not because itm hospital does not want to take 
care of uninsured or undocumented patients, rt is because tl'ie hospi^ js so am 
capacity they cannot safeJy provide services to additional women, (dipping attec^ied) 

No single source seems to have a satisfactory answer to these proWants. The 
cun-ent consensus viewpoint In our area suggests that ojr effort might be 
effectiveiy dirked at infiuencing the state^evei power structure to turner llberaiize the 
operational ixjlides of the California Medical Assistance Commission (^e independent, 
quasi-governmental bo6^ which is responsible for negotiating Medi-Cal con^cts with 
hospitals) toward allowing non Medi^Cai hospitals in sev^ety impacted areas to negotiate 
single-r^rvice obstetrical/neonatal contracts for the care of pregnsrrt Medi-Cal 
t>enefjciafies and their newborn infants. 

The basis for this posttion Is a recent survey whi<rfi revealed that in the absence of 
barriers related to inadequate reimbursement levels and other Medi-Cal operational 
impediments, there exists in Los Angeles County sufficient capacity in private hospitals to 
provide obstct/ icai services for as many as 2,(W additional patients monthly, more than 
enough to meet the needs of this community well into the twenty-first century. With the 
normally anticipated growth in hospital beds and numbers of providers in various 
categories, consistent with the projected growth in {^pulation, there is no reason to 
believe that absent the barriers which we have discussed, Los Angeles County would not 
be able to meet its goals in pro\^ding adequate perinatal care to all of its needy residents. 

Improvement in the cost reimbursement levels, reduction of papenvork. more timtely 
claims processing and provider payment, and less stringent authorization regulations 
would go far toward attracting providers back into the system. 

At the King-Drew yedicaf Center 

The King-Drew Medical Center is a county hospital, part of the Los Angeles 
Department of Health Services. The Department of Obstetrics and Gynecology provides 
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d©8v8fy sefvk^ to o\m 8»CXX) pocs^ women eadi yea-, tt is the second largest sefw:© 
In the state erf Califonte ®ul the se^^nth lar^st m tf^ country. Et^^ f^rcent of tf^ 
ob^etrfe patents Hfepm*: and 15% WOT Bteek in 1^ TT^se p^t^ntag^ have 
remained essentteRy uncaged for the fast 10 years. Partfdpa^on in jwnatad care has 
sertously det^rated srnt^ 19T8. In mat year, 8% of the women who deJh^ed at King- 
Drew reports no, or bed imknown. pr^\atal care, 8y lathis groip h^ grown to 33%. 
Sgrt^cant rmM arwj ethrfe differenres e?dst betwwn t^^e who do and do nc* have 
pr^iatal care, b\A fer tsoth Bl^ and Hrspante women, \hB changes have been 
remarkabie. Attk^t^ Black women, the percentage who have not had care has increased 
from 30% to 5ff^ in tte p^ five years. Among Hispanic w<Knen, the percentage has 
almc^ doubled, increasing frc»n 15% to 27% over the same pertod. 

The significance of mt recehrir^ care can be seen in the impact on the perinatal 
mortality, which are fetai and newtKsm lives fost Seveity percent of the parinatal mortality 
comes from the grca^j not receiving prenatal (^e, as do most of the bat;ies that end up 
in the high te(^» Ngh cc^ Neonatal Irttensive Care Unit. I have appended several graphs 
and <^arls describing these data in more detaa. 

The reasons given by women tn our population for not getting prenatal care are 
saniiar to those described rn the Institute of Medldne Report. In a survey of patients done 
in 35% reported financial barriers, 25% reported transportation problems. 20% 
reported child care. These three groups of barriers account for about 80% of those with 
no or delayed prenatal care. Only about 10% reported that they tfd not think prenatal 
care was important, and another 10% reported other miscellaneous reasons. 

Conclusions 

I think that the recommefKlaiions of the Institute of Medicine report, "Prenatal Care: 
Reaching Mothers. Re^:hing Infants/' deserve detailed attention for guiding reform of the 
maternity care system. I think that ultimately the services must be organized and 
administer^ from the point of view of the pregnant patient. 
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Elfgfbility determination and registration must be simple and understandable. The 
administration of services should be plain and straightforward. Other necessary services 
should be easily accessible and available, such as. ofher necessary medical services for 
high risk pregnandes, the Special Suppiementai Food Program for Women, Infants and 
Children (WtC). infant care services, educational and psychosocial support servi<^s. It is 
my personarf opinion that this can be ac<x>mplished in both the privatf and public parts 
of the system. 

Of extreme importance is having serious respect for the concerns of providers. This 
calls for program administration with a resolve to be "user friendly/ rea^^ting with support 
to ^e problems of eligibility, administration and reimbursement. 

J hope as a country we resolve to make the fundamental refomis mat are required. 
We can continue to dc iy the obvious overall need by dealing with the problems on an 
incremental basis, and we may do some good things this way. Along that path, we may 
eventually readi the point where these reforms achieve a threshold level that 
demons^ates that continuation in this mods is not the most effective, and tnat we must 
take the last steps to the fundaments reform. Or. we can come to grips with the reality 
of ^^hat needs to t^e done, what is the right thing to do. now, and take care of the 
probiem. Continuing to incrementally expand eiigibiiity and coverage, even with increased 
reimbursemen , Is aearly not erraugh. Reform of the administration of these services to 
invite better p? tldpation of providers and patients is necessary. 

Finally. riedlcal liability crisis must be moderated. I personally support the 
recommendaf-'jAf* in the recently released Institute of Medicine Report "Medical 
Professional liability and the DeilvPfy of Obstetrical Care,' This report recognizes the 
increasing impact of the liability problem on the availability of obstetric care end the 
impelling need for *eforms. 
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CONCLUSIOHS AMD REC0MMEWDA710NS FROM 
PREMATAL CARE: REACHING MOTHEBS. REA flHjmJM! 



The data and progrwi e>¥©n^iTO reviewed by the CoiTimittee reveal a msternfty 
care system* that is fundamentally flawed.!^ Unlike 
many Europe nations, the United States has no direct, straightt .rward systen^ 
for niaSong maternity sen^s easily a&i^&stote. Aimough well-hmired, affluent 
w«>men can be reasonably certain C3f receiving ajiMXopnme health care during 
pregnancy smdchiWbirlh, many women carrK^tsh^ Low^income 
womea wommi wtw are uninsiired or underinsured, teenag^s. inner<ity and 
rural resid^r^, cart^ minority groups, and other high-risk pcH>ulattons are likely 
to experience significant prottems in obtaining necessary matemity servk^^ 

Ttm committae txxidudes that in ^ long run, the b^t prospects for improving use 
of prenatal care-and r^^rsing current dedlnes-iie in reorganizing Ute naton's 
maternity care systOT. Al^ough a system may indude sorr® el^nents of the 
existir^ one, C ^mv^mo Sf^ifealty recommends against the current prac^ 
of making incft>men^ oranges in programs already in place. Instead, it argues 
for fundamental reform. Sev^ ways are available for designing the specific 
components of a new system, but no such work should proceed until ^e nation's 
leaders first make a commi^nent to enact suts^antiaf ctianges. A deeper 
comnfTHmeftt to femay piartnlr^ services and education should accompany 
improvem^Tts In the m^mity care system. 

*That is, tiT© cxwplicated netwcHl< of publicly and priva^ finance sendees 
through which women obtain prenatal. lat>or and delivery, and pc^tpartum care. 
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fn tha short t©m, the Committee urges strengthening existing systems through 
which women secure frenatai services. This includes simultaneous actions to: 

1. remove financial barriers to care; 

2. make <^rtain that basic system capacity is adequate for aH women; 

3. improve the poltcies and practices that shape prenatal services at the 
(delivery site; and 

4. tnc^ase pul^ic information and educat" on atx>ut prenatal care. 

Federal leadc "Ship of this feur-part program is essential, supplemented by state 
action to ensure the availability of prena^ services to all residents. 

Even if art four system changes were implemented, however, there would stiil to 
seme women without sufficient care because of extrmne sodai isolation, youth, fear 
or denial drug addiction, cultural factors or other reasons. For these women, there 
is a ciear need for casefinding and K5dal support to locate and enroll them in 
prenat£^ services and to encourage continuation in care once begun. These 
outreach services, suppl^enting a weli-deslgned. highly acc^sible system of 
prenatal service, can help draw the most hard*to-reach women into care. 

Unfortunately, though, outreach is often undertaken without first making certain that 
the basic maternity care system is accessible and responsive to women's needs. 
Too often, ccmmurHtios organize outi^ach to help women over and around major 
obstades to care ra^er than removing the obstades themselves. To fund outreach 
in isolation and hope that it alone will accomplish major improvements in the use 
of prenatal services is nme ana wasteful. 

In support of this general view, the Committee makes a number of 
recommendations regarding program managemem, evaluation, and research. The 
Committee concludes that not all programs should have to muster the funds and 
expertise to conduct formal evaluation studies. For those that choose to do so, 
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a higher quality of effort is needed than that B)d^ibited by most of the programs 
reviewed. Wr^ regard to research, the Ck5mmittee spedfically urges ^at no more 
r^earch be TOiduct^ to demonsfc-ate the importance of financial and other 
institutkjnal barriens to care. The Committee do^, NDwever, suggest six specific 
research topics (see recommendation 14 teiow) and recommends that the current 
practice of securing ftinds for service under the guise of research c^ase. 



SPECIFIC RECOMMENDATIONS 

The W report indudes 14 major recommendations; most have one or more 
subsidimy recommujidations not included in ttm brief summary. 

1 . We recOTimend that Uie natic^ adopt as a new ^>oial norm the principle that 
aH pregnant vw>men-not onfy ^ affluent-should be provided acx^ss to 
prenatal, labor and deifvery, ^d postpartum services appropriate to their 
r^ed. Actions in all sectors of ^ctety, and dear leadership from the public 
sector espedally, will be required for this principle to become a dear, explicit, 
and widely shared v^ue. 

2, We recommend that ttie President, members of Congr^, and other 
na^onal loaders in both the public and p^e sectors commit themselves 
openly and unequivocally to d^ignirg e new maternity care system-or 
systems-dedicated to drawing afl women Into pren^ rare and providing 
them with an sq^propriate array of health and stK^ial servk:^ throtghout 
pr^nancy, cMdblrth, and the pos^>artum period> Although a new system 
might build on listing arrangement, long-term solutlor^ require 
fundam^Ttal reforms, not ina^emertel changes in existing programs. 
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3. We recommend that mora immediate efforts to increase participation in 
prenatal care emphasize four goals: eliminating financial baniers to care, 
making certain that the capacity of the maternity care system is adequate, 
improving the policies and practfces that shape prenatal sendees at the site 
where they are provided, and increasing public information about piwiatal 
care, (In recommendations 5 through 8, each of these four goals is 
developed more fully). 

4. We recommend that the federal government provide increased leadership, 
financial support, and incentives to help states and communities meet 
four goals m advocate (recommendation 3). In parallel effort, states should 
accept responsibility for ensuring that prenatal care is genuinely available to 
all pregnant women in the state, relying on federal assistance as needed in 
meeting this responsibility. 

5. We recommend that top pnority be given to eliminating financial barriers to 
prenatal care. (More specific recommendations are directed toward 
Medicaid, the various federal grant programs, state and local health 
departr 3nts, and pnvat<=i insurance), 

6. We recommend that public and private leaders designing poficies to draw 
pregnant women into prenatal care make certain that ser\^ces are plentiful 
enough In a community to enable all women to secure appointments within 
two weeks with providers dose to their homes. (Numerous methods for 
achieving this goal are si^gasted). 

7. We recommend that those responsible for providrng prenatal services 
periodically review and revise office or clinic procedures to make certain that 
access is easy and prompt, bureaucratic requirements minimal, and tfie 
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atmosphere \ftfelcoming. Equally important, services shojid be provided to 
encourage w)m^ to contini^ care. Foltow-up of trussed appointments 
should be rmjtine, and addrdonal sodal supports should be avalable where 
needed. (Many suggestions are made to improve instftutional practices at 
the deltvery site). 

We recommend that puttie and private groups-government, foundations, 
health services agencies, professional societies, and others-invest in a long- 
term, high quaJity put^lo information campaign to educate Americans about 
the imfKKtarKJe of prenatal care for healthy mothers and infants and the need 
to begin sudi c^e earfy m pregnancy. The campaign should carry its 
nrressa^ to schools, the m^ic, family planning arKl other health care 
settings, social service networks, ^and places of employment. Additional 
cami^aigns should be aimed at the groups at highest risk for insufficient 
care. Whether liirected at the entire population or a specific subgroup, 
public infomiation campaigns should always include specific instructions on 
where lo yo or v/hom to Cr^" to arranf^e for prenatal services. 

We recommend that inttiatlves to inaease use of pranatsd care not rety on 
casefinding and soct^ support to cxjrrect the major financial and institutional 
barriers that currently impede aa:6ss. Rather, outreach should be only one 
compt^ient of a welkl^rgi^, weH-functionrng system and should be 
targeted toward women who remain unserved despite easily accessible 
services. (Xitroach shouW onfy be fundteti when it is linked to a highly 
at^es^e system of prenatal sem(^, or, at a minimum, when it is part of 
a comprehensivB p\m to strer^gthen ^0 system, emphasizing the four areas 
previously described. 
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1 0. We f ecommend that in communities where financral and institutional Darriers 
have been removad, or as pan of a comprehensive plan to do so, at te^ 
five kinds of casefinding be ccxisidered for their ccmipatibfrity with a 
program's goal and constr^ts: (a) telephone hotline and reterr^ services 
that can make prenatal appointments dunng the tnitial call and cm provide 
assistance to callers in an-anging needed maternity, health, and soda! 
services; (d) t3le\dsion and, in particular, radio spots to announce specific 
services, coordinated with posters displayed in the mass ^ansit system; (c) 
efforts to encourage current program paiticipants to recruit additional 
participants from their friends, neighbors, and relative; (d) strong referral ties 
between prenatal programs and a variety of other systems in which pregnant 
women at risk for insufficient care may t^e found: family planning clinics, 
schools, housing programs, WIC agencies, welfare and unemploymertt 
offices, churches and community service groups, shelters for the homeless, 
the police and corrections systems, substance-abuse programs and 
treatment centers, and other health and social service netwO!l<s; and (e) 
outreach workers who canvass in carefully defined target areas and seek 
clients among well-defined target populations, Wiatever the method used, 
casefinding should be directed toward high-risk groups and areas. This 
requires that program leaders pinpoint the scK:iodemographfC characteristics 
and geographic locations of women who obtain insufficient prenatal care. 

1 1 We recommend that programs providing prenatal services to high-risk, often 
low-income groups include social support services to help . laintain 
participation in care and arrange for additional services as needed. Home 
visiting is an important form of social support and should be available in 
programs caring for high-risk women. 
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12. We recorranend that programs to improva participation in prenatal c^re 
invest generously in planning and needs assessment, Doing so will require 
g. deap^ appreciation, aTK>ng funders in partioilar. of ^e time needed for 
responsible, inteiligant program des^n and ;^anning. Substantial 
improvements in the use of pH^natal care (or in other measures of outcome 
such as low bir^welght or intent moitality) should rxjt t>e expects too sron. 

1 3. We recommend that earty in a program's course its directors decide whether 
{L is to be primarily a service program (with data collected mainty to help in 
program development and monitoring) or whether it is also to test an idea 
in the field. The latter tyf^ requires ample funding if the evaluation is to be 
sound; it also requires experts in program evaluafe^n and sophisticated 
systems for data collection-resources that must be built into the program 
from the outset. 

14. We recommend that in communities where financial and institutional 
obstacles to care have been significantly lowered ^ research be undertaken 
on several topics: (a) Why do some pregnant women register late-or not at 
all-fof prenatal care, even when financial and instftutionsd barriers are 
ostensibly absent? In particular, what are the emotional and attltudinat 
factors that limit participation in care? (b) How can the content of prenatal 
care be revised to encourage women to seek such care early in pregnancy? 
(c) What casefinding techniques are most helpful in identifying very high- 
risk groups (such as low-income muttiparous teenagers) and linking them 
to prenatal services? (d) What are ^e costs associated witii various forms 
of casefinding and sodai support? (e) What are the most effective ways to 
forge links between physicians in private practice and community agencies 
providing the ancillary health and sodai services that high-risk women often 
need? and (f) How is access to maternity services being affected by such 
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rec^t developments as the deaeased ability of hospitals to finark:^ care for 
indigent patlwts through a>st shifting, the ina^ase in corporate ovmership 
of hospitals, the gradual e)qDansion of the DRG (diagnosis-related groups) 
system beyond the Medicare program, and the inoeaslng profit orientation 
of the health care sector generaify? 
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Chairman Miller, Thank you very much. 
Next we'll hear from Dr. Thompson. 

STATEMENT OF JOYCE E, THOMPSON, ( NM. DPH, FAAN, MEMBER, 
PUBLIC HEALTH SERVICE EXPERT PANEL ON THE CONTENT 
OF PRENATAL CARE; PRESIDENT, AMERICAN COLLEdE OF 
NURSE MIDWIVES; PROFESSOR AND DIRECTOR, GRADUATE 
PROGRAM IN NURSE-MIDWIFERY, UNIVERSITY OF PENNSYL^ 
VANIA SCHOOL OF NURSING, PHILADELPHIA, PA 

Ms. Thompson. Thank you, Mr, Chairman. My name is Joyce 
Beebe Thompson. I am a certified nurse-midwife and professor and 
Director of the Graduate Program in Nurse-Midwifery at the Uni- 
versity of Pennsylvania &:hool of Nursing, 

I believe the main reason I was asked to testify this morning was 
because I was the chair of the psychosocial content of prenatal care 
on the recent Public Health Service Expert Panel on the Content 
of Prenatal Care anH will be giving you just a brief review of the 
recommendations that pertained to psychosocial content that were 
in the publication on **Caring for Our Future/' 

I would like to respond very briefly to Dr. Mason earlier and to 
compliment this Committee for the recommendation that prenatal 
care is not a unitary construct in which medical intervention only 
makes a difference. It involves a lot more than what we do in 
terms of risk assessment and traditional technolog>' in medical 
intervention. 

And that is why, I believe, the Expert Panel on the Content of 
Prenatal Care endorsed four ^^commendations Vm going to Uilk 
about very briefly. 

Our directive as an expert panel was to reaffirm the science base 
and the value of prenatal care. And, indeed, I do believe we did ac- 
complish that. Hie specific focus on the psychosocial aspects of p^- 
natal care led to the conclusions that I will talk about: one, that we 
need to be broad in our objectives for prenatal care, that they go 
well beyond getting women into prenatal care and delivering a 
healthy infant. And those objectives need to proceed at minimum 
to the first year of life of that child and that family. 

Secondly, we focused on the appropriate use of both the psycho- 
scxrial risk assessment and health promotion aspects of tlie prenatal 
care, trying to bring them into balance. 

The psychosocial content that we particularly focused on dealt 
with risk assessment in the areas of smoking, alcohol and other 
drug use, social support, stress levels, physical abuse and violence 
in the family and in the home envfronment, extremes of physical 
work and exercise, housing and finances, exposure to chemicals in 
the workplace, mental illness, and pregnancy readiness. 

The interventions that we put forth, the recommendations for in- 
creased psychosocial intervention are: coverage for smoking cessa- 
tion programs within the context of prenatal care, referral and cov- 
erage for alcohol and drug treatment programs, nutritional support 
expanded to not only the availability of counseling, but the in- 
creased availability of food supplementation on the basis of need, 
the use of home visits, home health agencies, social service refer- 
rals, safe shelters, and social support, things that we often have in 
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a fragmented sense, but are not often coordinated within one pre- 
natal care setting. 

Health promotion is of particular interest, and our recommenda- 
tions were to thr^ general cathodes: counseUng and education 
ne^ed to promote and to support healthful behavior; general 
knowledge of pr^nancy and parenting, including preparation for 
parenting skills; and information on proposed care, including the 
early entry into prenatal care at the point at which a woman con- 
ceive 

I think that probably one of the most significant recommenda- 
tions of the expert panel was its statement that prenatal care must 
b^n prior to conception in order to make a significant impact on 
the current infant mortality. 

Stopping smoking, diminishing or eliminating drug abuse, avoid- 
ing exposure to chemicals can only be done in their most effective 
manner prior to the time a couple chooses to conceive. 

I think, in summary, I will simply state that the prenatal care 
services, we also said, needed to be expanded. They need to be ex- 
panded in the areas of the psychosocial, both risk assessment and 
intervention. They need to be available, and they need to be used. 

And I would surest that the use of prenatal care services, even 
where they currently exist, if we were to eliminate all barriers, has 
to do with the need for public education on the value of cai'e 
during pregnancy and in the process of the availability of i^rvices 
which aren't currently being used. 

Dr, Davidson spoke to many of those barriers, as did the report 
he referred to in terms of services that are either incomplete, long 
waiting lists, or when the women actually get into the services, 
they aren^t cared about. 

And I think that one of the values of the expert panel's review of 
the content of prenatal care and the reafBrmation of its value is 
that we need to truly care about the women who are coming for 
tY? u^rviceB, which may go much teyond the traditional meSical 
se dc^^^ that we have given in the past. 

rd like to also take this opiK?rtunity, in summary, to support, as 
Dr. Davidson did, the recent Institute of Medicine study on liability 
insurance and its availability and support the recommendations in 
my role as President, American College of Nurse Midwives, 

Thank you. 

[Prepared statement of Joyce E. Thompson follows:] 

Prepared Statement of Joyce E. Thompson. CNM, DFH, FA AN. Member, Pitbuc 
Health Service Expert Panel on the Content of Prenatal Care; President, 
American College of Nurse Mipwiv^; Profe^or and Director, Graduate 
Program in Nurse-Mibwikery, University of Pennsylvania School of Nurs- 
ing, Philadelphia, PA 

Mr. Chairman, my name is Joyce Beebe Thompson, CNM. I am a certified nurse- 
midwife, Professor and Director of the Graduate Prc^am in Nuz^Midwifery at the 
University of Pennsylvania School of Nursing in Philadelphia, Pennsylvania. I have 
been in continuous nurse-midwifery practice since 1966 having worked in South 
Africa, New York, and Philadelphia. I have also served in the capacity of consultant 
in public health, maternal-child health, and nurse-midwifery, I recently served as 
the only nurse-midwife member of the Public Health Service Expert Panel on the 
Ckjntent of Prenatal Care. The report of that Pane! was ^ven on October 2, 1989, 
and much of my t^timony will be based on the three years of work of that Panel 
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estamining the faience bi^ of specific prenatal activities. I chaired the half of the 
Panel resmjnsible for the pyschosocial content of prenatal care. 

The College appreciate the int^erest that the Committee has shown about the 
need of taking additional steps to combat infant ruortality by improving access to 
prental care and other needcnd health care services for high-fisk women and their 
babies. 

NURSEMTDWIFERY 

A certified nurse-midwife (CNM) is a registered nurse with advanced education in 
midwifery who cares for women through their lives. This involve the provision of 
care for women and their newborns not only during pregnancy, childbirth, and the 
pastpartum/neonatal jperiod, but also include family planning and gynecological 
service for women of all ages. CNMs work collaboratively with physicians with 
whom they consult and to whom they refer patients who develop complications that 
require physician care. 

Much of the care provided by CNMs has always directed at the needs of 
those women who have special problems in obtaining chUdbearing and other health 
services. Nurse-midwiv^ are especially proud of their record in caring for pregnant 
women who are at risk fot developing health problems because of various s<xrial 
and/or economic considerations. Pregnant teens in the inner-cities, young mothers 
in underserved rural areas of the countiy, Hispanic women in border States* native 
Americans on reservations, and minorities seeking help from clinics are all clients 
served by midwives in daily practice. 

PRKNATAL CARE AND NURSK-MIDWIVES 

The value of prenatal care in helping our nation achieve its goal of healthier chil- 
dren who become prtKiuctive adults has recently been addressed in detail by the 
Public Health Service Expert Panel on the Content of Prenatal Care. I would like to 
addre^ four of this Panel's recommendations and briefly discuss how nurse-mid- 
wives have been and will continue to be important contributors to healthier fami- 
lies, The -xrommendations of interest today include: 1) Prenatal care consists of 
three bas> components; early and continuous ris^ asse^ment, health promotion, 
and medical and p^chosocial intervention and foliow-up; 2) To ensure the health of 
the woman and tne developing fetus, prenatal care needs to begin prior to concep- 
tion (preconception); and 3) Prenatal care needs a renewed commitment to the psy- 
chosocial dimensions of that care, maintaining a balance with traditional medical 
concerns; and 4) Prenatal care must be available and used to be effective. 

CONTEOT OF PHENAtAt CARE 

For many years, the content of prenatal care defmed by physicians has been heav- 
ily focused on risk assessment and medical intervention with laudable goals of 
making sure both the woman and infant were healthy. During this same time, 
nurse-midwives and public health nurses included much attention to the teaching 
and psychosocial dimensions of the woman's pre^ancy and helping her and the 
family prepare fcr parenth(x>d. More recently, studies about and by nurse-mid wives 
have reinforced the importance of sharing knowledge about pregnancy, how to stay 
healthy, and how to in control of one's total life in order to oe healthier during 
pregnancy. 

Public health officials have for many years stated that j^rsonaJ health habits, en- 
vironments and socioeconomic status are the most important determinants of one*s 
personal health. Prenatal care is an example of this truism. Health profe^ionals 
cannot eat, sleep, exercise or avoid unhealthy or toxic substance for the pregnant 
woman. She must do that herself— and it takes knowledge, support and motivation 
to do so, Nun^e-midwives are well suited to provide that knowledge in a supportive 
manner and to find out why some women cannot lead healthy hv^. When recent 
studies highlighted poverty as a m^r determinant of low birthweight infants, prior 
studies of nurse-midwifery care became even more significant. Rej^tedly in caring 
for low income women, whether living in rural or inner-city areas, nurse-midwives 
have demonstrated that the women in their care had healthier babies, and were 
healthier themselves than those women cared for by physician providers. 

Cortett and Burst in South Carolina, Widhalm in New York City, and many 
others found that pregnant adolescents cared for by nurse-midwiv^ had very good 
outcomes of pregnancy, including healthy babies. Some of the reasons for these 
healthy babies and women include the suprx>rtive way nurse-midwives interact w^ith 
the adolescent, the knowledge about healthy behaviors they can share, and the ea- 
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gemess the adolescents have for attending their pienatal visits, as one noted, "Be* 
cause we know the nurse-midwife cares about us!'* 



PRECONCEPTION CARE 



In spite of many efforts tc improve the health outcomes for women and their 
babi^ in this country, many i^tients ai^ not acutelv aware that some activities 
need to i^n before conception. Smoking, alcohol and drug abuse ail r^ult in un- 
healthy women and children. If these unhealthy habits are stopped tefore concep- 
tion, healthy children can result. Transmission of venereal disease including HIV, 
can only be avoided if the couple are disea^ free outcomes of pr^nancy. but many 
cwples do not know how damaging their current lifestyles are. Preconception exam- 
ination for risks for unhealthy children and counseling about healthy personal 
habits will have a great impact on healthier children for our nation. 

Once again, the very nature of nurse-midwifery care has emphasized th^ aspects 
of risk assessment and health teaching for years, Nurse-midwives provide such care 
during family planning contacts, welPwomen health care, and for ^hool children 
and church groups, when asked. We are educated as teachers as well as clinicians, 
we view the family and community as our cliente, and we try to su^prt women and 
couples as they madie needed changes in ;.l»eir personal habits and h&styles. We also 
work to promote teamwork with social workers, housing proj^ts, dentists, physi- 
cians and other nurses, so that the total needs of childtearing families can be at- 
tended to— not just those the health care system can deal with effectively. 



The PHS Expert Panel on the Ck>ntent of prenatal cart placed much emphasis on 
the psychosocial dimensions of that care. Th^ dimensions include both amassment 
for risk and intervention to improve the health and well-being of women and their 
infants. The Panel looked at risks for unhealthy behavior and lifestyle and recom- 
mended programs of home visits, smoking c^sations, and drug counseling. Panel 
Members looked at risks related to poverty and suggested comprehensive, coordinat- 
ed services included financial, housing, education as well as traditional medical sup- 
port. We looked at the effects of high levels of maternal anxiety and stress and sug- 
gested more study of the positive effects of building and/or supporting the networks 
of friends, families and professionals for the pr^ant woman and her family. The 
Panel suggested screening for family violence and safe shelters hr well as education 
for parenting skills. 

Once again, nurse-midwives have been on the forefront of providing these psycho- 
^ial interventions, building a long tradition in public health nursing. As the Office 
of Technology Assessment (OTA) noted in one of its reports to Congress, CNMs pro 
vide effective and low-ct^ maternity care to underserved, socioeconomically high- 
risk pregnant women and adolescents. And the Institute of Medicine (lOM) lias rec- 
ommended that more reliance be placed on /lurse-midwives to increase access to pre- 
natal care for hard-to-reach, often high risks groups. 



^veral studies of nurse-midwifery care during pregnancy have resulted in similar 
findings related to access and women *s of prenatal care services. The 1988 OTA 
report noted that "Historically, . . . CNMs have been credited with improving the 
geographic distribution of care, b^ause many of us have been willing to lix^ate in 
underseryed rural and inner^ity areas. CNMs increase access to primary care in a 
wide variety of nongeographic settin|^ and for populations not adequately served by 
physicians. Using CNMs rather than physicians to provide certain services would 
appear to be c<^t-effective from a societal pn^pective. 

Other studies of nurse-iridwifery cai^ reinforce that women seeking family plan- 
ning or prenatal and post partum care from CNMs keep their scheduled visits and 
visit more frequently than those women cared for by physicians — esj^ially the low- 
income women targeted by the Expert Panel as needed more visits and enhanced 
l^ychc^cK^ial services. Nurse-midwives have over 60 years history of providing this 
type of enhanced care for low-income, poorly educated women and families—and 
doing it with successful results. 

Nevertheless, Mr, Chairman, Important financial and other barriers to prenatal 
and maternity care still remain serious impediments for serving many low-income, 
high risk women and their new borns. 

It is the expressed policy of the American College of Nurse Midwives that all 
Americans should have some form of comprehensive health benefit coverage, includ- 
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ing adequate protection against the costs of health cure needed by mothers and 
their children during and after pregnancy and during early childhood as well. Obvi- 
ously, we recc^ize that the problems of the uninsured and underinsured extend 
well beyond the care needs of women and infanta. But» until the needs of these 
women and children are addressed, stef^ to effectively combat infant mortality in 
America will always be impaired. Congressional efforts to expand Medicaid elif^ibil- 
ity requirements for low-income women and children as one imfK>rtant require- 
ments for low-income women and children as one important way to improve access 
to prenatal and maternity care. We have been especially encouraged about recent 
l^islation that mak^ it possible for States to greatly enhance Medicaid eligibility 
for these particularly vulnerable individuals. Nevertheless, the College believes that 
other actions are also needed, if acce^ to needed care is to fa« assured. 

One of th^ steps, which was recommended by the National Commission to Pre- 
vent Infant Mortality, calls for an increase in the numbers of health care providers, 
willing and able to serve the needs of low-income women who are at ^ater than 
average risk for their pregnancies. Expanded eligibility for needed care alone will 
not assure that all tht^ with the need for services before, during and after pr^- 
nancy can actually find providers who are able to help them. 

For example, just a few days ago, the Institute of Medicine (lOM) of the National 
Academy of Sciences released its report on problems with the availability of obstet- 
rical care in the United States stemming from malpractice litigation and liability 
insurance costs. The report documents the large number of obstetricians, family 
practitioners and certified nur^midwives ^'leaving, or limiting, their practices in 
order to^ avoid the threat of litigation.** The lOM report urges a variety of responses 
by the States on these i^ues, and calls on the Federal Government to support dem- 
onstration projects that would t^t innovative approaches to the professional liabil- 
ity problem. 

The College also believes that something must be done to address the adequacy of 
current payment levels for services now provided to low-income and other unin- 
sured individuals. For example, Mr. Chairman, many Medicaid programs have a 
long history of generally low payment rates for practitioner services in general, and 
especially for important primar3^ care services. One SulKx>mmittee in tJie House of 
Representatives that has looked in detail at this problem reports that, on average. 
Medicaid payment rates are only about twothirds of the Medicare rates for compa- 
rable services. Medicare rates, of course, are frequently lower than those generally 
charged by practitioners in the communities in which they practice. 

Unless payment rates for services to low-income patients are reasonably related 
to the costs that practitioners incur, many practitioners simply cannot afford to 
cover their liability and other practice expenses. It seems to us that, if policymakers 
are serious about steps to improve access, real efforts must be made to attract wider 
imrticipation by the providers who can deliver the care needed. Among the steps 
required is an improvement in payments for primary care services, including the 
services of physicians and nurse-midwives. Some of the practitioner payment reform 
steps now being discussed by Congre^ for the Medicare program— if likewise ap- 
plied to state Medicaid programs— could be very helpful in this area. 

We appreciate your interest in our views about options for Improving access to 
quality health care for every Amc-rican. 



Chairman Miller. Thank you. 
Dr, Poland. 

STATEMENT OP MARILYN L. POLAND. PH.D. R.N.. ASSOCIATE 
PROFESSOR. DEPARTMENT OF OBSTETRICS AND GYNECOLO- 
GY, WAYNE STATE UNIVERSITY MEDICAL SCHOOL, DETROIT, 
Ml 

Ms. Poland. I would like to thank you for the chance to testify 
before this Committee. Vm a nurse and an anthropologist in the 
OB/GYN Department at Wayne State University. 

For the pzst six years Tve been conducting research related to 
the high infant mortality and low birth weight rates in Detroit, a 
city with a chronic problem in this area. 

My research addresses both access to prenatal care and birth 
outcomes. It includes interviews of over 1,000 poor women, evalua- 
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tion of ongoing health and human service pn^ams for pregnant 
women, and the development of a paraprofessional outreach pro- 
gram providing support to pregnant women and new mothers. 

The research focuses on the most disadvantaged women, who are 
often under-represeLt^J in national and statewide surveys. The 
interviews we conduct use practical questions. 

And the information can and has been ui^ to develop new pro- 
grams for these women, to evaluate existing ones, and to formulate 
state policies which are cost-effective. 

Thus, the interviews are deigned to give poor women a voice in 
programs and policies directed at improving their health and the 
health of their babies. 

It is one piece of Michigan care model designed to forge partner- 
shii^ between public and private agencies and the consumer to ad- 
dress serious health problems. 

The information we have gleaned about what it is like to poor 
and pregnant end to seek health care in Detroit is too vast to sum- 
marize here, so I will limit my remarks this morning to three 
areas. 

The first is the value of prenatal care to women who receive 
little or no care. The second is the general fear and distrust of med- 
ical professionals. And the tliird is the use of substandard care in 
Detroit and its effects on the baby. 

One of the major reasons poor women seek 1^ than adequate 
amounts of care is that they do not believe it is important. They 
may not value it i^ause of confusion about the importance of med- 
ical procedures used to monitor changes of their pregnancy. Many 
women do not understand why routine procedures are done. 

In addition, there is disagreement between the women and medi- 
cal personnel about what places a woman at increased risk of 
having problems during pregnancy. Women who do not view them- 
selves as being at risk for health problems are less likely to place 
the same value on medical procedures and prenatal care. 

While many clinics and physicians provide written information 
on medical risk factors, at least 14 percent of the women in our 
surveys cannot read above the sixth grade level, and many do not 
understand the written information. 

Health care may also seem relatively less important tecause of 
the many ongoing problems and crises in the women's lives, such 
as finding adequate housing, obtaining fotxi, clothing, and other 
basic necessities of life. 

And, finally, women do not value prenatal care because we often 
fail to communicate its importance by the manner in which it is 
made available to the poor. 

The average wait for a new appointment in Detroit is three and 
a half weeks, with some women reporting waits as long as eight 
weeks. Something which is important generally has a sense of ur- 
gency about it. 

It is not unusual for a woman who registers late for care to re- 
ceive her first appointment after she has already delivered. In addi- 
tion, waiting times in the clinics are long, averaging over 3 hours 
to spend an average of only 12 minutes with the doctor. 
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The fact that women often see a different doctor at each visit 
prevents the development of a trusting relationship and discour-- 
ages them from asking questions- 
Women may also delay or avoid care because they are afraid of 
doctors and medical pnK^edures. Much of this fear is due to a lack 
of communication between a physician and a patient. 

And, finally, in Detroit, walk-in centers and* to a lesser extent, 
emergency r(K)ms, have replaced the vanishing neighborhood physi- 
cian as a source of prenatal care. In our surveys, 39 percent of the 
women received some to ail of their care at th^e places. 

When we read the women a list of routine recommended proce- 
dures for prenatal care, such as taking a blood pressure, measuring 
the growth of the fetus, taking blood, and other tests, visits to 
walk-in centers and emergency rooms did not include ail of these 
basic procedures. 

Women often told us that they were aware that the care was not 
as good as that given at clinics or in a doctor s office, but that con- 
venience overcame these deficits. 

Some of the highest risk women were using these sources of care. 
This use of substandard care has been shown in our studies to be 
linked with lower birth weights. 

In summary, one of the reasons women receive inadequate 
amounts of prenatal care and substandard care in a large city such 
as Detroit is because there are weaknesses in our system of health 
care for the poor. 

We are beginning to feed back information from the interviews 
to those responsible for programs and policies in Michigan. We feel 
strongly that if programs can be tailored to the needs of the people 
they serve, they will be more effective in encouraging women to 
seek prenatal care and in reducing our high infant mortality rate. 

Thank you. 

[Prepared statement of Marilyn L. Poland follows:] 
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Prepared Statement of Marilyn L. PotAND Ph D , R N., Assck!1ate Prof^or, 
Dept. Obstktrics/Gvnecouksv, Wayne State Univshsity MKDiCAt ScHOot, 
Detroit, MI 

X would like to th^u^k you lor the opportunity to testify before thig 
coiBjaittec. 

T as a nurse and an anthropologist on the Obstetrics faculty at Wsyne State 
University in Detroit » and work in a hospital that delivers 46% of all the 
babies bom in Detroit. For the past six vears, I have conducted several 
surveys of over 1,000 high risk, pregnant woa^-n and new rpothers to find out 
what K is like to be poor, pregnant, and to seek prenatal care in Detroit^ and 
1 have evaluated outreach efforts which encourage early and continuous use of 
prenatal care. These studies have focused on women at greatest risk of having 
a low birth weight infant in a city which has had an infant siortality rate 
twice the national average for the past 2D years. Access to prenatal car^ was 
a luajor focus because of the relationship between receiving inadequate amounts 
of prenatal care and the birth of staall babies who are at greatest risk of 
dying, t>ur research indicates that 3 coxi^lex set of interrelated factors 
affect the amount and quality of prenatal care a vfoman receives. I will limit 
my remarks to three barriers to care which reflect failures within our health 
care systeuj; 1) the women* s value of prenatal care, 2) their fear of doctors 
and medical procedures, and 3) use of substandard medical care by pregnant 
women who rnay be at the gre/itcst risk of complications. 

One ol the major reasons pcjor women receive little or no prenatal care is 
that they do not b^^.H^^ve it is important. This attitude derives from several 
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sources. Firsts sotue v^fpon who have had i?ev^r3l babies believe that it is 
liaportant to s€?e a doctor often during a first pregnanc^V, but alter that, a 
wisaan knows how to take care of hcrseU. As one woman explained to us, , . .as 
long as a woinan feels lieaJthy^ the baby mo\fes, she takes her vitaains and 
delivers at a good hospital, early and continuous prenatal care is not. 
necessary. K sect^nd r<*a5on tor not valuing prenatal care is contusion about 
the importance of medical procedures used to laonltor cH;inge?; over pregnancy and 
to prevent complications. For exaicple, many of the women we interviewed did 
not know why they were asked to provide a urine specimeji at each visit. 
Several guessed that these represented repeat pregnancy tests instead of 
methods to detect early Kidney problems or diabetes. Here importantly, there 
was disagreensent between wosien and medical personnel on what placed a womim at 
increased risk having problem during pregnancy. When we askad doctors and 
nurses what constituted high risk* they agreed that Staving high blood pressure, 
delivering a previous baby who was low birth weight, and having more than five 
babies placed a woman at added risk of future cO£«)|>licationB, When we asksd the 
women what constituted high risk» thoy agreed that hypertension was a serious 
probla?2t but felt th^t not taking vitamins placed them at jeopardy. Having a 
previous low birth wt»ight infant was not seen a risk factor because each 
pregnancy was viewed as an independent event* and liaving more than five babies 
actually reduced risk because they felt a woman's body was stretched and that 
made subsequent pregnancies and birth easier and less risky. Women who do not 
view themselves as beiug at risk for health problems are Uiss likely to value 
medical procedures and prenatal rare. While many clinics av4d doctors' offices 
provide written information about pregnancy risks, this infcrnjation is 
generally written at the tnghth grade level v^r above. In our surveys, at least 
1^% ot ttu* women i."ould nut road above the .sijcth grade h*vei. A third reason 
that prenat.nl carp js loSB valued is its relative importance given tiie many 
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crises in thp women's Hve.s. To b<^ vpry poor may me.in living in substandard 
housing; having no t ransportat ionj being in constant fear from drug reliited 
violence; not havi/ig resources to pay for food, clothing, furniture and 
utilities; and having a sense of despair and hopelessness. Although 85% of the 
pregnancies in our saciple ire unplanned, most of the wotaen wanted t<? do 
whatever they could to have a healthy baby. But when they are faced with a 
choice between waiting for a welfare check to buy basic necessities be tore the 
money is stolen, or ♦^o keep a prenatal appointment, — prenat-al care becosaes 
less iB^rtant. And finally, women do not value prenatal care bt»csuse we fail 
to coiBSiunicate its imjjortance by the mamier In which care is i^de available to 
the poor. Son^thing which is iraportant has a sense of urgency about it. In 
Detroit, it takes on average of more tlian two weeks to get an appointment at a 
healtn departjnent clinic, and 3^1/2 weeks at th'* high risk clinic located at 
our hospital ► Some women reported waits as long as eisht weeks. It is not 
unusual for women who registered for care late in pres?nancy to receive an 
initial appointjsffint past their due date. Additionally, once the appointment 
date arrives, wojoen have long waits at the clinic. We conducted a time motion 
study St one clinic and found, on average, wossen waited 3»3 hours to spend an 
average of 12 sinutes witl the doctor. This does not leave time to develop a 
trusting relationship or to ask qtiestions, Thfi fact that wosaen often see a 
different doctor at each visit further erodes comsiunication and the value of 
the v:fsit to the woaian. Our public clinics have increased the number of 
patients they see over recent years due to private physicians leaving the ^ty 
or refusing to see women on Medicaid. This has limite. the options for and 
availability of prenatal care and )ias produced overcrowded clinics* Prenatal 
care could not be very important if the system responds so slowly to a request 
for an appointment and spends so little meaningful t imn with its pzttionts. 



100 



The socond reason seaman delay pr€>n»ital oare fear of doctors and 
procedures. One concern some women eKpressod is tha^t doctors order tosts or 
porfortB procedure's without their ronsrent or understanding. Much at this fear 
is due to a lack of cosisunication between physician and patient. P<?tients said 
doctors used words th^y did not understand or did not give them time to ask 
questions* Some women wore afraid to ask questions because they did not want 
to appear ignorant or to question the doctor. 

The third factor relates to the quality of prenatal care that poor wtJSBen 
received. In Detroit, as in many other cities^ efsergency rocsBs and walk -in 
centers often serve as the ssin source of epical care for low incoiae woiaen who 
do not have a regular source for health care. In Detroit* walk- in centers and 
to a lesser extent, eti^ergencv rooms » have replaced the vanishing neighborhood 
physician as a source for prenatal care. In our surveys, 39% of the woeifin 
received some to ail of their prenatal care at these places. When we read the 
women a list of routine, recoinsmnded procedures for prenatal carc^ such as 
blood pressure recordings, urine tests, blood tests, i^^ssuring the growth of 
the ut erus by {ijeasuring the abdoiffienr and others ^ jaost visits to ejsergency roosis 
or walk- in ce«^tars did not include all of these basic procedures. The woises 
often told us that they were aware that the care was not as good as that given 
at prenatal clinics, or at a private physician* b office, but that convenience 
overcame these deficits* Walk- in centers do not require an appcintiuent <25% of 
woiaen did not have a phone) » the women can bring t^elr children and thus do not 
need a baby-sitter » f ho centers take Medicaid, the women are "checked by a 
doctor," waiting time is often less than 15 minutes, the doctors did not 
recotrcncnd frightening procedures and doctors often kept regular hours so women 
could arrange to see the ^ame doctor. Thus, roost of the problefss that women 
pnrn\mrprp/i in a busy prcnai.il clinic vcre avoided, jcne wooeti wc interviewed 
used walk* in centers ^nd prenatal clinics. One high risk mother of s^x, with 
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hypertonsiont kept har appcintc^ts at a high risk prenatal clinic when she 
felt welU but visited the walk- in center when she did not feel well enough to 
take the bus and wait for long periods to so© the obstetrician. Preiiiainary 
analysifs of our current survey of over 600 woisen revreals that some of the 
highest risk women are receiving suDStandard prenatal care. Although many have 
told us that physicians in the walk -in centers have referred them to regular 
and high ri^k clinics, soiae prefer to ressfiin in the valk-in centers because of 
the convenience. This use of substandard care in Detroit cannot be disaissed 
because our research indicates that the asonmt of prenatal care a w<Hnar 
receives and the source of that care are both associatCK* with birthweight. 

In sutasjary, I have outlined three reasons why son^ low inccaae^ pregnant 
women in Detroit fail to receive adequate anicunts of quality prenatal care. 
Many program and policy ejcperts around the country have asked why scsae of our 
highest risk women do not cosje in for high quality prenatal csre, even when it 
is available in their consiunities. When one stops to consider the many 
problesas they lace, including lack of basic necessities of life, - long waits 
in a busy clinic - to spend a few minutes with a doctor they have never seen 
before - who uses technical tera^ they do not understands - and who h^ to 
hurry to srp the ne^ft patient; perhaps the question rhould not be "why don't 
they, but "why do they?" I also feel that it is vital that the kind of 
information in our survey is collected in other ar6:is of the country with high 
infant mortality rates. Birth statistics are not enough. Effective programs 
and policies that support efforts on behalf of ©others and infants must be 
based on tho values, lifestyles, and experiences of the people they hope to 
rG;'£!h or they will not work. 
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Chairman Miller. Thank you very much. 

I don't quite know where to begin with you, but let me start 
here. With all due r^pect to my colleague Mr. BlUey and his dis- 
cussion of their study this morning on why {^ple didn't use theee 
services, the notion about a lack of coordination emei^ed when he 
talked to the providers of the oervice. I get a somewhat bubstantiai- 
ly different picture, when both of your surveys involved talking to 
women about why they didn't come. We get right back to financial 
barriers. We get back to something as human as fear or misunder- 
standing or non-underetanding about the importance of care, or, 
transportation, which are fundamental and daily problems in life 
in terms of barriers. 

Would you care to comment on that? I m trying to do this deli- 
cately, but Ym sure that the lack of coonlination in services pro- 
vides for gaps in services, but I don't know that people think, 'Tm 
not going to go there because it's not a coordinated program/' They 
probably say, 'Tm not going to go there because I can't afford it 
or 'They're mean to me ' or, you know, '*I don't have a bus token/' 

I mean, Vtn trying to throw this out for discussion here. You 
don't have to pick sides. Just tell me what your study said. 

Ma Poland. One of our conclusions, from talking with many 
women and also from working with our advocates who follow these 
women through the first year o^ the baby's life, is that if you live 
in inadequate housing in a poor area of Detroit, you must take 
three buses to come into a busy coordinated clinic, and it takes you 
an hour and a half to get there often in bad weather. . . . 

Chairman Miller. YouVe not paid for that right? 

Ms. Poland. No, you're not paid for that, and it s a dollar each 
way plus 10 cents for each token every time you transfer. 

In addition you have to find a baby sitter, and those are expen* 
sive. 

You have to wait three hours to see the doctor for 12 minutes. 

YouVe not feeling badly anyway. The baby moves. You take your 
vitamin pills. You register at a g€>od clinic. 

YouVe got to run to see your social worker because your month- 
ly medicaid form has just come in and if you don't renew that 
form, you'll lose your Medicaid insurance. 

You're worried because your welfare check is coming in. If you're 
not home to receive it, somebody else will 5teal it and cash it for 
you. 

If you're involved in all of these domestic problems where you 
worry about paying the rent and paying utilities, finding food, 
clothing, and shelter, then prenatal care is relatively of little im- 
portance. 

Chairman Miller. Okay. Wait a minute. Stop right there. That's 
a view from the— 
Ms. Poland. The woman's perspective. 

Chairman Miu^k [continuing]. Woman s perspective, the pa- 
tient e perspective. 
Ms. Poi^ND. Yes. 

Chairman Miller, Then, Dr. Davidson, you're talking about a 
doctor who says, 'There's screwed-up paperwork. They're not going 
to pay me. They're going to challenge my decisions. They're going 
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to pay me partially what my time is actually worth. And Vm not 
going to participate." 

No wonder women are not getting prenatal care. I mean, we've 
got a head-on wreck here tetween the two participants. Is that 
fair? 

Dr. Davidson. I don't think the participants themselves, the doc- 
tors and the patients, are heat ' towaiti each other as a wreck. 
They are headed toward the sys%^. for the v^nreck. And we both, 
the patient and the physician, are lK)th in this same vehicle headed 
toward this wreck, and it's serious. 

I think the fundamental problem is that we would have to make 
a national commitment, not necessarily a dollar commitment, but a 
resolve that any woman in this country required, deserved, and we 
were better off if there was an investment in adequate health serv- 
ices for her and her family. 

And if that resolve were undertaken, mFt^y of the other adminis- 
trative and financial problems I think that we have, then people 
aloi^ the line wiuld be forced to deal and i^move them. 

Chairman Miller. But you can^t arrive at that decision as long 
as— I mean, Tm making a statement here, not putting words in 
your mouth» It seems to me you can't arrive at that decision as 
long as you continue to have ^sentially a segregated system, by 
age or by income or by geography or what have you. And that's 
what it seems to me we have in this country. 

We just went through the catastrophic health care battle where 
we're trying to provide add-ons to an underlying system that is al- 
ready so expensive that any add-on becomes prohibitively expen- 
sive, especially if those people have to pay for it. 

So, I mean, you're talking about national health care. You're 
talking about if youVe sick, you're entitled to services or if you're 
pregnant, youVe entitled to services. 

Dr, Davioson. And we do that for a large part of the population 
except that that group that is presently under or uninsured. And 
in a large part of this society, we do consider that health care is 
necessary and it should be available, and we've made arrange- 
ments for doing that. 

And I juist think we just have to go the final step and especially 
focusing on the parts of the population that are the most vulnera- 
ble in terms of pregnant women and children and the ones who are 
going to provide the most in long-term contributions to this society. 

I would like to make one other point. As important and as cost- 
efiective as prenatal services are, it seems that it has become un- 
popular to include the very vital provision of preventive services 
for getting pregnant in the first place in unplanned and in unopti- 
mal circumstances. 

There is a direct link to infant mortality and morbidity associat- 
ed with women who are pregnant under unplanned circumstances 
and in which caring for that pregnancy is not a high personal pri- 
ority. 

And it is clear that those pregnancies are going to have outcomes 
that are markedly different than someone who is in a social cir- 
cumstance in which they want to be pregnant and they are trying, 
working on behaviors to protect that developing fetus. 
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Family planning and other service in this country deserve and 
require much more attention in this equation. 

Chairman Miliar. I agree with everything you have said, but we 
are not talking about one of the great mysteries of the universe 
here. In fact, I assume Dr. Poland and Dr. Thompson and you, Dr. 
Davidson, have ail seen successful models out there where, you 
don*t have to go through this rigamaroL There are prc^ams for 
women who are pregnant that are able to inform, educate, and 
change behavioral patterns and make women's self-esteem rise so 
that they have a different view of the fetus and the r^ulting child. 

We've demonstrated that time and again. We've demonstrated 
time and again that we can make these systems accessible, that we 
can help people through the system, and we can have successful 
outcomes. 

We keep giving grants to demonstrate this over and over and 
over a^in. But somehow it doesn't then get translated to national 
policy. Dr. Mason, the Acting Surgeon General, essentially said 
knovvring all that we already know, we can reduce infant death by 
25 percent. 

And Fm staying away from, for a minute, the overlap of AIDS 
and crack for a second. I want to get into that. 

But do you agree with him? I mean, that's a fact. He made a cor- 
rect statement We know what to do. We*re just now dealing with 
implementation, whether or not we*re going to streamline the bar- 
riers from the providers' side and whether or not we're going to 
reduce the barriers from the patients' side. 

This isn^i original science we*re talking about, is it? 

Dr. DAvm^N. That part isn't. And, clearly, you could almost im- 
mediately reduce, certainly, in one to two years with aggi-essive 
prc^ramming that 25 percent that would resjK^nd to these kinds of 
programs that we know how to deliver. 

But it would be unfair and incomplete not to recognize that in 
that other 75 percent, we need some more information and some 
more science. And the big problem-- — • 

Chairman Miller. No argument. No argument there. 

Dr. PAvmsoN. So I just don't as a matter of balance 

Chairman Miller. I don't want that discussion to limit our hori- 
zon to a population that we already know this is possible with. 

No question. We spend a great deal of time in this Committee on 
tJie rest of this population that presents some difficulties. I don't 
know institute 'anally whether we have the ability to deal with them 
or not. 

Ms. Thompson. Vd like to comment on that. I think that we ve, 
as you have said, spent a lot of money in demonstration programs 
and found out that, indeed, they do work. 

And we do understand some of the things that need to be done to 
keep babies from dying and women from dying from a condition 
that was never intended to kill them. 

And I think part of the difficulty may be, in addition to lack of 

golitical will to do some of these things that we know how to do, 
as l^en pre.^isely the demonstration projects. 
Tliey were never picked up in the mainstream of health service 
delivery. And so they were lost. 
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Chairman Miller. We re going to let grants, I assume, this year 
again. 
Ms, Thompson. Right. 

Chairman Miller. Because someone is going to come in and say 
that this is novel It's no longer novel 

Ms. Thompson. So part of what Tm suggesting is a revision in 
the entire structuring of prenatal care services, but also the financ- 
ing of the services so that what we know how to do, especially in 
the area of health promotion and i^ychosocial risk reduction, 
smoking and drug abuse and those kinds of things, gets integrated 
into the programs and get reimbursed so that it is a c<K)rdinated 
program, rather than having to do it in repeated small demonstra* 
tion issues around the country. 

Chairman Miller. Well, I think—and, again, without putting 
words in your mouth, I think Congressman Machtley made the 
point. This Committee has listened to testimony on fetal alcohol 
syndrome, where scientists and doctors and others have told us 
that even severely addicted women in some instances, not in all in- 
stances, in some instances, can be encouraged and, in fact, give up 
alcohol during the term of pregnancy because of their sense of 
well-being about the baby. 

And so it's been demonstrated. It dc^sn't say we're going to have 
a 100 percent guarantee, but it^s been demonstrated time and again 
that a little bit of education works. We used to think you could 
have two glasses of wine a night and you'd be fine^ Now, education 
has moved us and said no wine, no nights, ever. 

That can be done. And it's b^n done in local communities all 
over. But it*s not a matter of intagrated policy within this delivery 
system. That's what you're telling us. 

Ms. Thompson. It also is not a matter totally across the system 
of an integrated education of providers to add the skills that are 
needed to motivate women or to help to supjK^rt them as they take 
on the motivation to be healthier. 

And I think that we n^ some attention to the preparation of 
our providers so that we can expand, either coordinate the services 
of health educators and social service people who work with the 
prenatal care providers, but at least at the very minimum to have 
a commitment to a broad scope of services for prenatal care. 

Chairman Miller. Let me raise another point. Dr. Davidson, be- 
cause you've raised it several times, and, obviously, the study 
raises it. And it's worthy of much more extensive discussion. 

But my father warn^ me never to practice law and Tve taken 
that direction. I am a lawyer. And if I were to pick one side or the 
otlier, I would pick the plaintiffs side. And I would be suing doc- 
tors, I guess, probably at some point down the line, 

Congre^man Durbin has been very interested in this, and we 
have had some hearings on the extent to which this legal system is 
starting to preclude access to care, certainly with respect to Medic- 
aid and Medi-Cal patients in our states. 

And when you talked about a drop-in delivery, where the woman 
simply shows up with no history of contact with the medical 
system, that doesn't give her the right to get a bad doctor or to 
have a careless procedure, it doesn't give tiie system the right to 
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visit you with a bad doctor, bad procedures, or less than adequate 
care. 

By the same token, I'm not sure that all of the problems of that 
woman and that delivery should be visited upon that particular 
physician or that medical institution if that d. ^livery is made, be- 
cause they, essentially, have little or no control over that. \nd I 
susf^t that is why a number of these institutions are turning 
these people away. 

The theory would be that if we put a cap on liability or we pre« 
scribed the rules, the more stringent rui^, the basis on which you 
could sue or what have you, that that would lower the premiums 
that doctors would pav and that would make it more attractive. 

In the study, was there a discussion of thc«e trade-offs? I mean, 
very often we do thin^ that we think are going to lower insurance 
premiums, and nothing happens. 

And we see crises that, m fact, had nothing— we went through a 
day care insurance crisis that had nothing to do with the child care 
industry, had nothing to do with the risk, had nothing to do with 
anything other than the economics of the industry. 

But, you know, I would be willing to consider, as one who is 
greathr enamored by the plaintiffs' bar, that if there were, in fact, 
a trade-ofT, that would bring physicians into the delivery and into 
the providing of care. 

Was there a discussion of how you would structure that system? 

Dr. Davidson. I wasn't a part of the medical liability panel, but I 
am familiar with the report and its recommendations. I think that 
that panel and others who have lcK>ked at the medical liability 
problem have reached the conclusion in general—and I know this 
is difficult in a legal system constructed such as ours—that the tort 
system itself is probably a very pror and inadequate approach to 
dealing with disability that either occurs spontaneous or as a result 
of medical intervention, is that that adversarial contentious system 
ultimately across the board does not serve the patients who need 
the benefit. 

And in the current system, the patients who are disabled are 
only getting a fraction of th^ dollars that are spent in the medical 
liability enterprise. 

It is very easy to see that around the medical liability issue, we 
have almost developed a subsidiary parallel enterprise and, par- 
ticularly, in obstetrics, having not to do with good or bad doctors or 
good or bad medical care. And that's not to ignore that there are 
some elements of that in this equation. 

But it has to do with an independent set of forces that tend to 
drive that system that is unrelated to quickly defining what is 
wrong with the patient and quickly oi^anizing resources that 
would directly benefit that patient. 

So most of the thinking has been that ultimately some alterna- 
tive to the present tort system should be implemented to address 
the medical liability problem. And I subscribe to that view, despite 
the fact that some tort reform, as you have indicated, capping pre- 
miums and awards, et cetera, might be helpful 

I don't think the ultimate solution for medical disability and 
events is going to be best served by the present tort system. 

Chairman Miller. Okay. Thank you. 
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Congressman Machtley. 

Mr. Machtley. Thank you. There are approximately four million 
births a year, as I understand, and Vll just go through a little nar- 
rative. And then whoever would like to answer the question can 
perhaps try. 

I don't have a complete grasp of how much money we're spend- 
ing to try and deliver four milUon births a year. In the last t^ti- 
mony, we heard that if we spent $500 million more, we might, in 
fact, be able to intervene and save two billion. 

If I could use the simple analogy without the correct numbers, 
the question I have is: If we had $100 to spend, it is certainly possi- 
ble that we could spend $90 on people who were just never going to 
come in, no matter what we did and, unfortunately, spend $10 on 
some of those who would benefit by counseling and who would 
gladly come in, the people who if v;e said ''We'll provide you the 
services. We'll help you to get there'' would show up. 

How are we doing on identifying which people we can help and 
where we should channel our resources, as opposed to just saying, 
"Well, let's throw $500 million more at a problem" and not know 
will we, in fact, impact the birth mortality rate? 

Dr. Davidson. I think that is a very good question. And the Insti- 
tute of Medicine panel — and I hope that Ms. Brown also takes an 
opportunity to respond— was charged to look at outreach. In other 
words, what could we do just to reach the women who were not 
coming intx) care? 

And what the panel found was: You cannot address outreach in a 
system that is so disjointed and inadequate that you don't even 
know what the normal participation is. You've got to have a 
system that is available that is providing enough care to really 
know how many women would still stay outside of that netw^ork. 

So part of the information that you're asking except in select cir- 
cumstances in which, you know, reasonably comprehensive and ac- 
cessible care has been provided, we really don't know. 

Our feeling is that if you had a system that provided adequate 
care and a culture that said that the care was necessary, then we 
would probably end up with a small group of women in which in- 
tensive targeted care and outreach would be necessary. 

Ms. Poland. I'd like to reinforce that. You have asked a very im- 
portant question. Our outreach program, was a demonstration 
project, and an experiment. We wanted to see if having an advo- 
cate would help a woman keep prenatal appointments and have a 
healthier baby. We also took a look at the clients themselves and 
assigned half of the clients who entered prenatal care very late in 
their pregnancies to receive advocate services. 

We divided, the other half—the 25 percent who caw9 in early 
and 25 percent who came in about the middle of their pregnancies, 
to advocates. 

We found that having an advocate increased participation in pre- 
natal care in all of the groups identically. They all made a signifi- 
cant difference. What we missed were the women who never en- 
tered the prenatal care system at all. 

What we have done this year is to change the focus of our out- 
reach program. Now, the client is not just the individual woman, 
but it is a community, a series of neightorhoods. 
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What we're looking at now is: What is the responsibility of a 
community to identify and to help women receive prenatal care? 
And so our advocates are working with community groups. 

They will be in grocery stores, and the checkout counters. They 
will be taking a l(K>k at different ways of energizing a whole com- 
munity to participate in promoting the importance of prenatal care 
and also in infant care. 

Ms- Brown. Could I just add another word on the outreach topic? 
The situation is something like this: About a third of the pre^ant 
women in the U.S. don't get the amount of prenatal care that's cur- 
rently recommended by the obstetrical professional groups. Too 
often, communities attempt to improve matters by saying, *'WelI, 
let^s send outreach workers out after them." 

But what we have found is that although outreach workers help 
people over and around barriers to needed care, they are not able 
to remove the barriera to start with. 

So we have outreach workers who help women get Medicaid and 
get WIC, but those programs remain chaotic. It is thus not very 
helpful in the long run to fund outreach if weVe not going to 
repair the underlying systems that outreach workers help women 
negotiate. 

Mr. Machtley. Okay. So now we get down to these 10,000 babies 
we could save. How dc we identify these pregnant mothers? If v^e 
know a statistic, are we doing anything at the hospital, at the de- 
livery end, to identify who are tnese mothers and how could we 
have intervened earlier? 

I mean, we're only talking nationwide 40,000 deaths a year, 
which is a tragic figure, but I m saying it's a manageable numl^r 
to do a study, as opp(Bed to 4 million births. 

Do you know if we're doing anything in that regard? 

Dr. Davipson. Well, the biggest single indicator in the simplest 
form of what is a risk for pregnancy is no or inadequate prenatal 
care. That's the bigg^t single risk factor. 

And we know, from the day-to-day experience in this country 
that there are thousands of women who are not getting prenatal 
care. And they are having a remarkably different and poorer preg- 
nancy outcome. 

So it looks like if you were going to do one thing that had the 
most broad-based benefit, it is just ensure that they got into a 
simple, low-cost, low^-tech prenatal care, which most of them prob- 
ably would need. 

And then those who had identifiable risks could be picked out for 
other services. 

Ms. Thompson. I think we also need to address the issue of pro- 
viders being available to do that. And part of what Dr. Davidson 
addressed to the liability issue hit home with the nurse-midwives 
three yeai^s ago when we were in a position where we couldn't even 
purchase liability insurance, and several of the providers had to go 
out of business at that point in time. 

That has now been remedied. We are able to purchase that cov- 
erage. But I think part of the solution in getting providers out is to 
rely more and more on non-physician providers of prenatal care, 
going back to public health nurses, a reeducation and reuse of 
what Dr. Mason was talking about, an earlier public health system 
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that actually did work, and to help bring back the good elements of 
that system with nurses, nurse practitioners, nurse midwives, in 
addition to the increased use of family physicians and obstetricians, 
m this total t^am effort to get care to people who currently geo- 
grajphically don't even have access to care. 

Mr. Machtley. I wanted to follow up, then, on the legal system. 
We have been quick to point out that there may not be a national 
health policy, and we quickly point out that it may be our fault, 
that, clearly, the Administration may not be leading the way. 

I want to throw the spear right at us, Congress, on the failure to 
take action on medical malpractice. We sit here, and we can criti- 
cize. But I have three personal friends who have now stopped deliv- 
ering babies because of their malpractice insurance costs. 

There is now — I addressed a conference, and a major medical 
figure spoke— no obstetrician between lower Fort Lauderdale and 
Key West willing to deliver btbies. And thai'? because of solely, in 
my opinion, malpractice insurance costs. And Congress refuses to 
addr^ it. 

I'm a lawyer. Many of us are lawyers. And we all recognize the 
s^tem, but, clearly, it is devastating the number of physicians who 
are willing to go into health care. 

And we ought to look at ourselves, as well as the Administration, 
and say: Why aren't we standing up doing something about this 
major problem, even if we just deal with obstetricians and forget 
the rest of the system for the moment? 

So I, for one, will stand up and say we are afraid or not doing 
what I think we should do here in Congress in malpractice tort 
reform because it's having a direct impact in my area and every 
area of the country. 

But I also think that we need to look at how we distribute our 
monies And maybe the first place to start is, if I'm hearing you 
correctly, to gather the data to find out how do we encourage some 
of these mothers who would otherwise want to come into the 
system, but don't. 

How do we identify who they are without having to just shotgun 
the money out there? And I suspect that's where we are now, in- 
creasing the costs. We at the end of the year say we didn't reach 
our target. Why not? Because we didn't know in the first instance 
who these mothers were. 

Thank you. 

Chairman Miller. Thank you. 

On the issue of medical malpractice, there seems to be some con- 
flicting evidence here. And, again, Dr. Davidson, you weren't part 
of that panel, but one is the number of studies that suggest to us 
right off the bat that the poor are far less likely to sue and far less 
likely to get a major judgment. 

And, yet, somehow it's the poor that are being denied access be- 
cause of the problems of getting medical malpractice for obstetri- 
cians and others. Well, that doesn't square with the studies if 
that s the reason. 

If the studies are accurate, you would only take poor women in 
and deliver the babies. You would leave the other ones out because 
they re the ones that are going to sue you and get the fancy 
lawyer. 
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Dr, Davidson, I think you have to tease out some apparent para- 
doxes, as you have identified. And it may that the medical li- 
ability experience in obstetrics is different than general medical li- 
ability experience. 

And that is to say that there is a special— well, first of all, the 
facts are that ther lire higher awards and settlements having to 
do with disabled cliiidren. 

And there are probably lots of contributing factors into that 
having nothing to do with medical malpractice, per se. And I really 
feel strongly about that. 

It's almc^t as if—this n 'i private non-scientific observation. It's 
almost as if— 

Chairman Miller. As opposed to oui^, which are public ^^nd very 
scientific. 

Dr. Davidson. That's right. It's almost as if it has become a 
means of insuring disabled children in which there is no other 
direct way oi providing economic and medial support. And that just 
happens to be a social opportunity. 

And I think that that s a misuse of the tort system in that regard 
and that we could provide help for those individuals much more di- 
rectly and much less expensively and with much less of a hazard to 
the physician-patient relationship than is currently being conduct- 
ed in this system. 

So, on the one hand, I think there might be legal people who 
might be attracted to a disabled infant as a malpractice case, al- 
though the woman is poor, despite what might be the experience in 
non-obstetric circumstances. I think this may represent a special 
problem. 

Chairman Miller. Thank you. 

Congressman Durbin. 

Mr. Durbin, Thank you. 

Ym sorry I had to step out in the middle of the testimony, but I 
had some constituents here to visit with. 

Before I was elected to Congress seven or eight years ago, my law 
practice consist€Hi not exclusively, but primarily, of medical mal- 
practice. And I spent many years defending doctors and many 
years prosecuting them. So I have seen many of these cases from 
that perspective. 

I don't know that that makes me particularly well-qualified to 
analyze the problem. And I haven't introduced, if you'll notice, in 
seven years the Dick Durbin solution to the medical malpractice 
problem in America because I don't believe it^s an easy one to deal 
with. 

I do think that some of the proposals or recommendations that 
have started to come out — ^the reprint from '*The New England 
Journal of Medicine,'' which was given to me by the staff at ACOG, 
I think, has some good, valid starting points. 

But I would suggest to you that, strictly from a political view- 
point, one of the first questions that has to be addressed and put to 
rest is the role of the insurance companies in the premiums that 
they are charging— to make certain that they are justifiable. 

And I don't know if that has been already discu^ed during the 
course of this panel. But once that is resolved, in whatever direc- 

.lie 



Ill 

tion it is reived, then I think we're at a point where we can then 
address the crisis as it exists. 

But until then there is a suspicion engendered certainly by the 
lawyers that the insurance companies are making all the money in 
this and that the calls for tort reform are basically to mask some 
unconscionable profits being made by insurance companies. 

I think, unless we can come up with some neutral group that 
takes a look at it and analyzes the insurance companies, we'll con- 
tinue to run into that brick wall as we address this problem. 

Of course, I would leave it oi^n to any comments you might 
have. I'd like to just addr^ one aspect of this whole issue which 
I've looked into quite a bit in my home State of Illinois. 

I don't know what the word "psychosocial" means. I mean, I've 
heard it said. I think I can figure out what you're driving at here. 
And maybe that's what I'm a&)ut to discuss. 

But, for whatever it's worth, it seems to me that there have been 
some dramatic change in attitudes that have had an impact on 
infant mortality. Let me give you two examples. 

An otetetrician comes to see me in my hometown of Springfield, 
Illinois and says he's about to hang up his sh(xs. He's not going to 
do this anymore. The medical malpractice premiums are too much. 
The reimbursement rate from the state, for example, for Medicaid 
recipients is too low. It just isn't worth the battle any longer. He's 
going to make exclusive the specialty of gynecology. 

And then, almost as an aside, he said, "It was curious. When I 
first came to this city 25 years ago, I used to take these poor 
women in and treat them for nothing. I accepted it as my profes- 
sional responsibility. Everybody did." This was before Medicaid re- 
imbursement. 

"And now," he says, "I have my fellow professionals who will not 
treat them at all unless the level of reimbursement is high enough 
to compensate them for malpractice and overhead and the like." 

He said, "Bov, what a change there's been in the last 25 yeare." I 
wonder if that s just a change that can be blamed on government 
or whether, in fact, it's a change in the attitude of the profession 
toward their professional responsibility toward poor people? The 
first question. 

The second question is this: The people I speak to who deal with 
the women who are having repeat pregnancies, teenage pregnan- 
cies, low birth weight, complications, and the like are some of the 
most discouraged people I've ever run into in my life. 

They come up with some of the harshest suggestions on how to 
deal with this thing, from sterilizing people to— I mean, I can't be- 
lieve that these words are coming from the mouths of the folks who 
have made their life's calling social work. But they are the ones 
who are the most despondent. 

And they've become so despondent, I think, just by the volume of 
what they had to deal with, but also by the fact that they are sens- 
ing a lass of some basic maternal instincts in people, that women 
are having children with little or no regard for their own health, 
the child's health, or who is going to bring that child vp. 

And they are just fighting this every day, trying to convince the 
mother to, "Please not dilute the formula we give you. Give it to 
them the way we give it to you," "Don't reuse disposable diapers 
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by hanging them over the shower curtain rtxl and letting them 
dryt*' things that just ^und bizarre^ but reaWife problems. 

I've given you a big i^ychwocial challenge here, I gu^, but tell 
me: Are th^ attitude changes? Do you see them? Does anylK>dy 
out here think fve got anything that's on the mark here? 

Ms. Thompson. I ttiink you've defined in a very nice way many 
of the f^ychc^ocial things we are talking about. 

Mr. DuRBiN. So that's what it means. Okay. 

Ms. Thompson. Part of the psychosocial is the economic status in 
which people live. And sometimes it's so poor that the resources to 
give to health are obviously not a priority when one is worrjring 
about where one is going to sleep or even if one has to sleep on the 
street, as more and more pr^nant women are doing these days 
and being counted among the homeless. 

The psychological parts of that are the attitudes in ^me ways 
that you are talking about, the attitude towards v;hat does it 
mean to a r^ponsible parent, what does it mean to make a 
choice for parenting rather than to have a pregnancy as a side 
effect, if you will, of sexual activity and not as a planned activity to 
parent. 

And I think the discouragement is certainly there among my ob- 
stetrical colleagues, among my nurse-midwifery colleagues who 
have, as you probably know, long traditions of working with scK^ial- 
ly at risk, disadvantaged, high risk pi^^ant women and actually 
having success to some measure in improving the health outcomes 
for both the women and their infants. 

I think the growing fragmentation attitude of the system that we 
are working in— not the attitudes of the providers, has changed, 
which is why you see the discouragement. 

I think if they really wanted to give up on the whole system, 
they would have just become apathetic, as some of our systems 
have become. So I think the provider attitudes are still there. 
We're still committed to caring for both the medically and the so* 
cially disadvantaged women during pregnancy. 

There's renewed interest in doing that. Its becoming more and 
more difficult to do that. And the issue of should we go back to pro- 
viding free care^ If, in my nurse-midwifery practice, all I cared for 
were those who couldn't pay, I would not be in practice. 

And I think that there is some balance, some need to have some 
financial resources, along with the provider resources, to deal with 
the issues. 

I think the scK:ietal issue of whether or not responsible parenting 
will ever be discu^d openly is another iSSue. I think I would sup- 
port what Dr. Davidson has said in relation to family planning and 
increased emphasis cn helping women and men, and not leaving 
the men out any longer, to plan for pregnancies and not simply to 
have them as a byprcduct of our sexual activity. 

Mr. DuRBiN. If you could figure out how to get the men into this 
equation, please let me know because it*s really sad that— — 

Mb. Thompson. We start in fourth and fifth grade. 

Mr. DuRBiN. I think you're right. I really think you're right in 
terms of 

Ms. Thompson. And part of the providers— - 
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Chairman Miller. Apparentlyi pregnancy is still a mystery to 
the male part of the population or something. I don't know. 

Mr. EkjRBiN. Weil, it is. It*s a mystery in terms of our policy. We 
dirwt everything toward the women involved in this. And although 
organizations like The Urban Le^ue and the othere have tried 
their very b^t to take the other side of this issue and pr^nt it, 
boy, they are having a tough time of it. 

And I think you are correct in that you've got to start in the 
early education and the values involved. 

Ms. Thomson. The expert p^anel toured with the idea of making 
the recommendation that pre-conception care would start in first 
grade, but we reec^.iz^d that that would not be a popular recom- 
mendation, nor iK^ible at this point, but certainly to b^n prior 
to the ability of young boys and young girls to conceive is a tetter 
place to begin with our next generation of r^ponsible parents than 
after they Ve already conceiv^. 

Mr. DuRBiN. But, really, pre-conception care has to begin at con- 
ception. 

Chairman Miller. Go ahead. Dr. Davidson. 

Dr. Davidson. Vm glad you^re fair enough to us to recognize the 
complexity of your question and the difficulty about giving it a 
simple response, 

I think what has happened in this country in terms of many of 
the workers on the front line around the pregnancy problem is we 
have, in fact, had a revolution in this country having to do with 
sexual practice for people of all ages. It's a much more open socie- 
ty in that regard. 

And we have not made the kinds of adjustments in education 
and services that would minimize the bad assets of those practices 
having to do with sexually transmitted disease, unwanted, un- 
planned pregnancy and et cetera. 

Other societies in the western world have ultimately gone 
through phases that we apparently appear to be in and have ulti- 
mately b^&en more effective in terms of educating and providing 
services, even to young {^ple, to stop that series of bad events 
that lead from early sexuality and untimelv pregnancy. 

And we are just confused as a society aoout doing what is right 
and effective in that regard. And I think we are going to stay hung 
here until we reach another consensus about what can be done ef- 
fectively in that regard. 

And I think that many times health workers who see the need 
are often frustrated both by what they see recurrently happening 
to the people they serve and also recognia^e that if some more ra- 
tional tilings were being done and supported in the broader society, 
that those events mav not continue to happen. 

In regards to the physician attitude — and I think it's fair to raise 
that kind of question about voluntary contributions to care; I also 
think that's equally complex— first of all, there are a lot of physi- 
cians providing care to poor and underserved women in this coun- 
try today, for which they are not getting as much credit as they 
should. 

I think part of the urbanisation of this society and putting people 
into highly impei^onalized circumstances, in which there is not a 
lot of immediate opportunity for person-to-person kinds of connec- 
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tions and contributions in terms of that level of volunteerism, prob- 
ably has affected us broadly, not only just in medicine. 

And you can reali^ that contrast when you look at smaller and 
more rural communities in which you still have that kind of par- 
ticipation. 

&) I don't think that it is fair to single out one profe^ional 
group under this complex circumstance and blame them for an un- 
healthy and unfair attitude. 

I think weVe just really got a complex situation, and weVe going 
to have to look at solutions that are equal to the complexity of the 
stxriety that we are living in. 

And I just don't think we're making some of those social adjust- 
ments fast enough. And we are probably doing too much talking 
alK)ut it and too little acting upon it. 

Mr. DURBW. Thank you. 

Thanks, Mr. Chairman, 

Chairman Miller. Ms. Robinson, let me ask you a question. 
YouVe listened to some of this discussion. What*s your reaction? 
Well, I guess I have two questions. 

One, now do you find the people for your home visiting prc^am? 
Are these people who have already come in or are these people you 
hear about bv word of mouth who are pregnant? 

And whats their reaction when you first visit them and first 
talk to them about your program? 

Ms. Robinson. We find these clients — some come into the clinics 
for the first time and don^t return back — referrals. 

Chairman Miller. So someone might come in, and then they 
don*t show up agein? So you're sent out to find them and ask them 
why they're not coming into the program on a re^lar basis? 

Ms. Robinson. Once they come into the clinics, they fill out a 
prenatal questionnaire. And sometimes they show back; sometimes 
they don't, or they move around to a different clinic. 

And we track these people down, and some word of mouth, social 
service. We have the baby van, different organizations. 

Chairman Miller. How do you establish a bond with them, a 
trust to get them to come in and take part in the services? 

Ms. Robinson. Well, when I go out and make a home visit, usual- 
ly I don't go in talking about prenatal care. Because if you go in 
and there's a person there with no food or about to be set out, they 
don't want to near nothing about prenatal care. 

So I start where they want to start at. *'Well, what is it that I 
can do to help you?*' 

Chairman Miller. As was pointed out by Dr. Poland, you're talk- 
ing about a population that has a whole other series of problems 
and things that may be more important at that moment in their 
life than the issue of prenatal care? 

Ms. Robinson. Yes, I am. 

C5iairman Miller. What you're telling us is that you're using 
their other difficulties and solving some of those problems to lead 
them around to a point where they're confident in you? And then 
you can get them to start thinking about prenatal care? 

Ms. Robinson. Y^. 

Chairman Miller. You have a very challenging job. Thank God 
you're there. 

ERIC ^^U 
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But I guess what we find out is that many of these wof^^" ^^n t 
live with each of these problems in isolation. They all ^ arrive 
at the same Ume or they're just part of a larger mix of difficulties 

with their daily liv^. 
Ms. Robinson. That's right. 
Chairman Miller. User friendly, huhf 

Thank you very much. Unl^ there are other qu^tions by mem- 
bers thank you very much for your testimony and for your help. I 
^Sk yoJwimulted us to ask some additional questions down 
the road here about this system. So we appreciate it. 

ThTnext panel will be made up of Dr. Wayne-excuse me^Dr. 
NiTi if youCuld join this next panel I 

from the Mayor's Advisory Board in Washington. ETC, Ur. Wayne 
B^Son wK from Chiclgo, Illinois; Dr. Jennifer Howse who ^ 
from White Plains, New York; Dr. Joan Eberly, who is from 
B^Son Harbor, Michigan; Kathy Ruscitto, who is from Syracuse. 
New York a^companill by Dr. James Miller from Syracuse, New 

^Welcome to the Committee. Dr. Niles, we'll start with you^ We're 
gomg to have to get you a microphone over there at that end of the 
ffif. And. again, proceed in the manner in which you re most 

'Tou?tlitten statements will be made a part of the record in 
their entirety. 

^STATPMPNT OP JOHN H. NILES, JR., M.D.. PRESIDENT ELECT. 
'™ Af sSaE?Y O^^^^^ DISTRICT OF 

CHAIRMAN. MAYOR'S ADVISORY BOARD FOR MATERNAL AND 

CHILD HEALTH, WASHINGTON. DC 

Dr NiL^. Thank you. Congressman. I'm sorry I'm late. I had to 
give a lecture on carcinoma of the cervix this mornmg. so it s been 

' iHiiuBstlfwith staff on thi. issue as to how I ctiuld Partki^^^^^ 
and help with the discussions and concerns about what we can do 
for pVenatal care and the issue of the non-financial Wie^ to ^^^^^ 
I'm a practicing obstetrician/gynecologist. I ve been practicmg 

^'"ve'always been a Medicaid-participating physician until the 1st 
of September this year. And I made a determination that at his 
particular point in time, with my practice-1 m a ^o^o P^^^f^t^^"^ 
er-that I would have to limit the volume of patients 1 would be 

seeing in the Medicaid program. . a nnntimiP to 

This was a difficult decision to make, but I decided to continue to 
service the patients that I had already been servicing as far as the 
Medicaid population, but not accepting any new patients. 

But with that experience, however, there are a'-*","^^t>er of things 
I have found that have, I guess, developed a level of -stress or rus- 
tration with the system, so to speak, in terms of the non-econom^^ 
barriers that cause problems in terms of even being able to provide 
care when I'm providing care. , 

I've sort of ifited some of those things, and 1 11 go through them 
very quickly so I can have room for the other panelists as well as 
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making suggestions for what solutions I see. Many of them you've 
already touched on in the previous panel. 

What we found in the District of Columbia— I have to speak spe- 
cifically for the District of Columbia because there are other pro- 
grams. Medicaid programs, that operate differently. 

In the District what we have found is a difficult problem with 
the Medicaid application process. The reason given for this difficul- 
ty with the application process is the federal government in that 
there are concerns about those individuals who are receiving Med- 
icaid who should not be receiving Medicaid. 

Historically, in the past, when an audit is done by the feds, as 
they describe it, and determine that there are people who have 
fc^n certified who should not have been certified, a certain per- 
centage of numbei^— they take 100 and they find 5, and ther they 
say, "Well, this number/' and they take it back from the entire 
budget at the succeeding year. And it has caused a lot of concern in 
terms of eligibility. 

So the application process for the recipient, who has already got 
a disorganized existence to begin with— I don*t know if any of you 
have ever seen the application for Medicaid in the District of Co- 
lumbia, but they also are getting public a^istance, WIC, Food 
Stamps. 

The other argument, the other side of the coin, is: Weil, this big 
application is necessary because we need to give them other serv- 
ices, not just Medicaid for medical services. They need to have all 
these other things, too. And if we r^^trict the application process, 
then they won't get these other services. 

But if you look at that, they need a proof of pregnancy. They 
need rent receipts. They n^ a financial statement with assets and 
liabilities. They need birth certificates. They need proof of residen- 
cy. The documentation just goes on and on. 

Many times this requires multiple visits because they are told by 
one case worker they need one thing, when they get down there 
they find out they need ^mething else. 

These are the stories the patients tell me. Now, I haven't gone 
through the process^ I have seen the application, though, and it is 
tedious. 

What we have suggested in the past on the Mayor's Advisory 
Board is that the Medicaid process for prenatal care be stream- 
lined, that patients also be able to get what we call presumptive 
eligibility. 

The District of Columbia has not determined that they could 
afford to do that. The State of Maryland has done that. 

With presumptive eligibility, which the Congress has allowed the 
states to do, a pregnant patient can receive ser\nces, reimbur^ble 
services, for 45 days while her application process is being adjudi- 
cated. 

If at that point in time it is determined she is not eligible, then, 
of course, she would no longer receive it. But during this time, par- 
ticularly with pregnancy and prenatal care, you need to get in 
early to do the things that Dr. Davidson was indicating. Prenatal 
care has advantages. 
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Now, a lot of the things that occur we can't control because pre- 
conception counseling has not occurred, but these patients need to 
get in for care. 

And with the presumptive eligibility^ they can get in quicker and 
be certified and nave care and be evaluated. 

The next problem is failure to keep scheduled medical apix)int- 
mente. The bluest problem I find in my office with the Medicaid 
population is keeping their appointments. 

Now, it*s not that I don*t telieve they believe that we're provid- 
ing care or that the care is neces^r;^, but if they're feeling okay, if 
there's a problem with a sick child, if their ride didn't come, there 
are a number of different barriers that just prevent them from the 
yisit. 

So they'll miss that £ piK)intment. They don't call for another ap- 
IJointment, They just don^t show up or they forget their appoint- 
ment or there's something else going on. 

So we have a recall system in our office. And probably the thing 
my staff— they call me a tyrant—feels mc^t concerned about is Vm 
always on their case about being sure the patients come in for care, 
calling them back. 

There's a double-edged sword there. Besides the fact that I want 
to give them care and they need to come in, there's a liability situ- 
ation as well if they don't come in. 

Because if there is a problem and something occurs and I've not 
intervened appropriately, then it adds additional stress on my job 
to try to take care of them if they have a problem. 

If we don't get the chlamydia culture and they get chlamydia 
and they've i uptured a membrane at 18 weeks or 20 weeks, then it 
would cause an additional problem as far bb my care is concerned. 

So this is getting the patients in for visits. Transportation is a 
factor. Child care is a factor. How do they get the appropriate child 
care? Is there a vehicle that can occur so they can get in for care 
and that will not prevent them from coming in to care? 

Health education. I think it is ver^ imiK>rtant, again, that we try 
to do as much as we can. The Advisoiy Board worked with WRC 
TV here in Washington, which is the NBC affiliated, and developed 
what's called the Beautiful Babies project. I'm sure any of you who 
have lived here for a while have seen our commercials. 

And they don't come on at 3:00 o'clock in the morning. They 
come on at the regular, important times during the news. And 
WRC needs a lot of credit for getting that out. 

So we have been trying to tK>mbard the population with letting 
them know that itV important for prenatal care, and that needs to 
continue. 

Drug addiction, however. In the District we have really had some 
dramatic changes. We had dropped from about 27 deaths per 1,000 
live births to about 18. This was in 1983. 

Then for the next 3 yeai^ ^ at 19, 20, and 21. And now we've 
gone to almost 30 in just o: year. And it appears to be the crack 
epidemic, as far as we can see. We can't put anything else tangible 
on that. 

But what the drug addiction has done, it produces further disor- 
ganization to an already chaotic situation, which I've already de- 
scribed. Cash that the patients may have is utilized to purchase 
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drugs rather than food and basic necessities. They're not paying 
their rent, being thrown in the shelters. 

There's a high rate of sexually transmitted diseases associated 
with this crack epidemic. Either women or their partners are 
having a lot of sex or they are using sex as a vehicle for obtaining 
drugs themselves. 

And we determined medically that pre-term labor can be precipi- 
tated by sexually transmitted dises^s, gardnerella infections. You 
can have beta strep infections. You can have chlamydial infections, 
which cause premature rupture to membranes. And some of the 
toxins even suggest that it may cause increased uterine activity. 

&) that particular situation with sexually transmitted disease 
has related to increased pre-term births. 

Many of the births we're talking about, infant mortality—and I 
don't know if it was discussed earlier — in what we studied in the 
District of Columbia, over half of those births were less than two 
pounds, those who died. Fifty percent of the deaths were in infants 
under two pounds. So they were problems in the second trimester. 

Now, some critics will say prenatal care doesn*t have any value 
because most of the births or deaths occurred in this population 
that you couldn't do anything about anyway because even if they 
came in for the visits, this would have occurr^. 

That's really not the case because if you can identify, treat these 
patients, the urinary tract infections, different things, we know a 
certain percentage of these are precipitated by these particular 
problems. YouVe not going to remove all of those pre-term labors, 
but you'll have a definite impact. 

Now, the use of cocaine itself is a triggering physiologic mecha- 
nism for causing a patient to go into labor. So that in itself has in- 
creased another risk factor which we didn't have before. 

Heroin did not do that. So it was more of a sedative effect. The 
babies had to be given Narcan at the time of delivery to make 
tbem wake up, but it was not an issue of getting them being born 
too soon. They had low birth weight, but the lung matu^-'ty was at 
a point where they could survive. 

Housing is a critical issue. I just say the number of patients that 
I see, they talk about the problems with housing. Besides living in 
shelters that I see,~and this is something that I would say in the 
last two years, I can give you three or four patients off the top of 
my head who are living in shelters now who had stable home envi- 
ronments, so to speak, prior to this time, people living together, 
groups of people, sisters and grandmothers and two or three gen- 
erations living, squeezed up together. 

In Psychology 101, you know, you get a lot of rats in a cage, what 
is going to happen? There's going to be problems- There's going to 
be discord. 

Housing, in the District, particularly, when you drive around 
Washington, you see all the boarded-up homes. Our developers are 
putting up brand new projects in Southwest. Yet, the boards aren't 
coming off the houses. Now, I don't know what— 

Chairman Miller. Fm going to ask you to summarise. 

Dr. Nixjss. Yes, 

Chairman Miller. Fm afraid weVe going to get into a voting sit- 
uation here. 
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Dr, NiLES. Okay. The last issue is the reduced availability of 
Medicaid health care providers due to lower reimbui^ements of 
Medicaid, excessive paperwork, delays in payment, high risk medi- 
cal problems, high cmt of medical malpractice. 

And the last i^ue is job opportunity. &)meone raised the issue 
atout males. How do males get involved? Males get involved when 
they're working and can provide a home environment and a rela- 
tionship. 

If they are not working or not employed, it makes a big differ- 
ence in the situation. And I think that the employment issue is ex- 
tremely critical here, but the black male population are 50 |:^rcent 
unemployed. They turn to drugs to make a living. 

I see a lot of the patients who come in with these designer ba^. 
Yet, they're on M^icaid. And I know they're not buying them 
themselv^. And this is going back to the crack situation with 
having sex. The high incidence of cocaine use is related to this. 

No choice, I guess. They would feel it's no choice. I don't feel it's 
no choice, but they feel it's no choice with the economic situation. 

To stop, I have lis^.d what I felt were some solutions in my 
report in terms of some of the things you already mentioned. 

The outreach services, I think, are very key and very important. 
The developed situations. We had a Better Babi^ project, which 
the Ford Foundation funded in the District, which no longer has 
funding because the District government would not pick up the 
cost of the program. It has demonstrated a valuable asset, but has 
not (xjcurred. 

And tort reform is another key issue. Providers are not going to 
continue to provide care unless there is some tort reform. 

Now, the issue was raised about how this tort reform helped. We 
have a tort reform bill that has been introduced by the Mayor to 
the City Council. 

It has b^n pocketed in the Judiciary Committee, who was a trial 
attorney, and we don't see any real way of it coming out in the 
near future. It's unfortunate. We're asking for a cap on non-eco- 
nomic loss, not on economic loss, but on non-economic loss. 

The question was raised that I heard in the discussion: Well, how 
does tort impact? The insurance issue. Now, we have a physician- 
owned insurance company in the District of Columbia because no 
other commercial company would come to Washington to sell in- 
surance. 

So any physician who wants to come into the District from Mary- 
land or ViiT^ia pays a surtax to come into the District because of 
the lack of tort reform and the large judgments. 

So tort reform is critical to providers and not just providers for 
women, but providers, period. 

Chairman Miller, Dr. Niles, I'm going to ask you to wrap it up 
here. 

Dr. NiLES. Yes. 

Chairman Miller. I'm going to lose my members quickly. 

Dr. NiLFS. I'm finished. Thank you. 

[Prepared statement of John H, Niles, M.D., follows:] 
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Pbbparkd Sta-s^bjent or John Nil^ Ja*, An OB5TKTRiciAK/GYNKx>L0GOTf 
IN PBivAra Pbactice m Washington, DC 

iHE Fxsm^ BNestims lo mrs&aiY am 
o Red T&pe in Medicaid Ai^llcatlcm Process 
Multiple Requests for DDajmentatlon 

CI) Proof of pr^nanc^; (2) Rent receipts; C3) Finacclal Statement 
(assets and liabilities); (4) Birth certificates; and (5) Proof of 
Heslc^cy, etc* 

Traasportatioa for ^tiltlple Visits 
Qiildcare 

o Failure to Keep Scheduled Medical A^^Iatmeots 

Childcare (No Cfelldcare) 

Mist bring children to m^ical visit or dcKj't imke the visit. 
Sick children needing care at home causes cancellation of visits. 

Transportation 

Cbuld not obtain trassportatlcHs from family or father of baby. 
Have tokens throu^ M^lcald but needs to travel to separate location 
to pick up tokens* 

o Health Education 

ISiot a»are of the value or Igportanc^ of early prenatal care or 
preconceptual visitsT " ~ 

Episodic ecaergeocy room care for crisis situations only* 

Failure to obtaia family planning services (i^tients don't always 
knoft^ where to go for care). 
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o Drug /Vklictioa 

Proctoces further disonmizatlon to an already chaotic access 
process > 

V 

Oish ayailg^ie utilized to purchase drugs rather than food and basic 
necessities, 

Hi^ rate of sexually traasaaitted diseases vSilch places patient at 
risk for pretenn labor. 

Use of OKsalne places paticgt at additicKial risk for pret erm labor > 
o Housing 

Ratients In shelterSt uihich further disorganizes their lives. 

Living in croiwted conditions with other relativeg breeds unhealthy 
and unsanitary living condttldns. 

o Reduce Availability of Medicaid Healthcare Providers 
Low Medicaid re iiabur semen t. 
Excessive pffiergork and delays for payneat> 
HlR^ risk medical problecs. 

High cost of gBjpractice coverage {see attac h ment for documentation)^ 

o H!plo>n£nt Qp^rtunlties 

No job - no health benefits. 
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9CMB aosjjTictsi mmi^ to mrESNiv^ am 

o Sinplif icatlcm of Sifedicaid ^ HcatloB proosss aiKi r eceipt of other 
services^ l«e>t MC^ food steBps> etc. 



o Presuoytive eligibility - igaaedlate access to i^^nent for health care 
services durf^ ^lit^tlc»n Tevlo gf proces s for Rfedlcaid, Presently 
(g>ticgiai by states (DX. does sot participate; l^ryland does participate). 



o Ogtreadi services (Better ^ies - D>C; Resource Mathers - Soath Carolina; 
Mjn lfian - P>0> Cblldt^re caters; traasportat ion ymi5iersi~heaU 
education (valite of presataU precoac^tuai and faniily planning services). 



o Adequate in-pat ieat drug treatcaent facilities (gust have childcare 
coDTOneot v^iie gpther Is in residential care). 



o Housing - UnnKSiate availability of Igy-ioaine housing, utilization of 
ex^rlenced yd sua:essfui local hmisi ns de velc^rs ejqgertlse In 
renovation of present housing units ^^uSric^imi private^ not presently 
occupied. 



o Tbrt refonn and recent institute of M^iclne reconrondBt Ions to address 
the ro^icai liability c risis. ^ ^ 



o Job training and retentioa within the educational _systgn> both mles a nd 
femies. 




MSmCAh SOCIBTY THH ^STRICT COLUMBIA 
SUBVSYS TO DOCUMENT 
THE MEmCAL MAUPRACTICB PRO»U£M 

The Me4Ical Society the District o$ Columbia has mirveyed its members several 
times in aa attempt to ass^ the impact of the professional liability crisis on its 
members* The results of three of these surveys are discussed below. The first survey in 
August 1986 was seat to the entire active membership d the Society, The second 
survey, Noveml^r 1987, was directed towards a Ujgd risk specialty group which has been 
e^)eclaliy hard hit by the lW)iUty crisis — obstetricians and gynecologists (Oa^GYNs). 
The third survey was ^ot to the entire active membership of the ^>ciety in June 1989* 
A survey ot the Young Physicians Secti^m of the Medical Society Is also discus^ below. 



1086 District Pnrfes^Qgial Lli^!llt;;y Survey 

to August 19S6, the Medical Society of the District of Columbia surveyed its 
members in an attempt to a^ea the impact d the prt^essionai liability insurance crisis 
on its member^p* The results of the survey^ cuUed from the responses of 1481 
members, 1271 of whom then practiced in the District^ provide some helpful insights, 

Hig^il^ts of the survey results are detailed below* It is important to note that 
while the results of the survey are conslctered ejftremely reliable In that 1481 responses 
were received from the then 2465 active and associate members, a 60% re^nse* survey 
questions were not developed by professional airvey devei<^rs. Theref oret the survey Is 
not scientific* 



Age and Type of Practice 

The survey was sent to 2465 active and associate members of the Medical Society 
of the District of Columbia* 1481 persons r^ponded^ of whom 1271 were practicing 



ERIC 
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I^^ela&s io the District Aj^jroximately BB% of the respondents were male, and less 
than 2% ware tinder SO years of age; mts-e than 75% were over 40. Aj^roximately 76% 
were in ^ grmip or solo practice. Just om 33% of the respondents were in hlg^i risk 
specialties, such as anesthesioi<^t general surgery, otorhinolaryngolc^, plastic surgery, 
urology, dbstetrics and gynea>Ic^, cardiovascular/thoracic surgery, orthopedic surgery, 
and neunssurgery. 

Income and Cm?t of Malpractice Insurance 

More than half of the r^x)ndents, 51*3% , had gr^ incomes of less than $150,000 
and only 7% had gvc^ incomes In excess of $300,000, Only 35»1% repoi ted annual 
malpractice Insurance premiums of less than $5,000 while at least 14% reported 
premiums In exctjss $25,000. 

The most common level of malpractice insurance coverage was SIM^SSM (Si 
miliion/$3 million which means a $1 million limit per claim and $3 miUion aggregate per 
year) with 44.7% of the respondents indicating this level of coverage. This is the 
minimum level of coverage required to maintain privileges at most hosplti^is in the 
District, In light of the level some recent awards, S1M/$3M may be inadequate 
coverage; however, adequate coverage may be unaffordable already for most 
physicians* Five percent reported less than $1W$3M coverage and 4.2% reported they 
had no malpractice Inairance coverage, (See Section 3 for indepth discussion on 
insurance). 

Affect on Medical Practice 

An overwhelming 72»3% reported that the malpractice insurance crisis had 
affected their medical practice in several ways* Approximately 45% indicated a change 
in the traditional physician/patient relationship, and almost 55% said they feared 
lawsuits. At least 12.0% reported disojntlnuing selected surgical procedures, iU6% 
certain diagnostic tests and 10.8% selected medical treatment. At least 20% reported 
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refusing high ri^ referrals, B.Z% said they limited new pallets and 20,51 reported 
reducing or eUmioatlng Medicaid or Indigent care services* 

A- Rumber of pljyslcimffi reported other affects of the malpraictlce crisis on their 
practice. For instance* 17.61 ojnsldered moving their practice out erf the District, and 
3,9% did move mt o$ the District {Xm survey does not oiver thc^ physicians who left 
the District and therefore already drof^>ed Medical Society member^ip at the time of 
the survey. Also the survey does not reflect the impact <^ new physicians who do not 
come to the District to practice.) Approximately 12% ojnsidered closing their practice* 
although only 2% actually discontinued practice, 7*5% decided not to take on a new 
associate or partner. 

More importantly^ the impact of the crisis was greatest In certain ^jecialty 
areas. For Instance, at least 13.6% of all OB/GVN physicians reported giving up 
obstetrical practice, and nearly half of them reports having had a claim or suit filed 
against them. Nearly 70% <^ all neurosurgeons have had a claim or suit filed against 
them» as had nearly 46% of all orth(^>edJc surgeons. 

It is not surprising that one-fifth of all physicians reported that they have reduced 
or eliminated Medicaid and iiKiigent care. This percentage was highest^ however* among 
0WCYt4 physicians where nearly 44% report a reduction of services In these areas* The 
potential impact of this reduction of services on Infant mortality rates in the District 
should be considered. 

Refused referrals were als> hlghm in certain high risk ^>eciaiti^. More than 
one- third d all QWGSN physicians* and more than 31% of all neurosurgeons reported 
refusing referrals because of concerns about malpractice claims* More than 37% of ail 
neurosurgeons also refused to do certain procedures out of concerns about malpractice 
claims* 

As would be expected, the Impact on ccmsumers can be felt in doctors* fees. At 
least 72% of ail respondents reported they had Increased their fees in the past three 
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yeea^ and 831 said some or all of the tocre^ was due to increase In medical liability 
ii^urance premiums. 

19S7 Dfetrto OWGYN Prof csskie^ Utd rfUty 
Ifl Novemt)er the Medical Society the Dlstrjct of Columbia deveic^ a 
survey to assess the effects of profes^cmai li^iUty crisis on its member 
ohstetrldans/^g^eoolf^sts. It vm mi a scientific mxrvey, but the results falri>^ 
accttratelF reflect the coacems th^ j^ysicians, 342 meml^rs were surveyed and 123 
responded* 

The remilts erf questi€ms erf both c^etricians and gynecoi<^ts showed: 



- CXx^tdciao^gynoGokiKlsts are moviajif to a practice wtifch 
is exdi^tvety gsf^isct^kogy, 25% erf OB/GYNs surveyed had 
gtme from an 08/GVN practice to one exclusively 
gyucTOlogit^ Of that ntimber, 7t% timt decision 
within the last five years and over 77% stated that the 
Districts malpractice eavironm^it was a m^jo^- factor in 
their declsicm* 

- CXmetiicfans^gyz^ookJ^glsts are i^;v!^ tt^ District chie to 
th0 mecfifsU malpniE^lloo ^virmmesit 15% d re^ndents 
voluntarily stoi^ practicing OB/CYK in the District of 
Columbia di» to the Districts medical malpractice 
environm^t. 

- jascrajjce companies view tiis District as a li^h-ridt 
^srlsK£I^IOQ&ndSBrctet]^for«9itdteefnt^ Over 
44% of the 08/GVNs practicing in both the District and in at 
least me other state respoatfed their insurance company 
surcharges them for woric ck}se in tl^ District. 

- ObeifxMt^aDSfiSfQ&xki^slts am a^talUng practice at 
District fw ^ t r***^ Over 2B% <rf respondents indicated they 
voUmtarily curtailed practice at a District ho^ital during the 
last two years. Almost 76% of that number IreJicated the 
Districts malpractice environment contrfimted to that 
decisicsu 

- Tnbe Districts medical nxalpractlce envin»nient is an 
i mp o ftant tactm la dedskm to retire. 121 of re^ndents 
were retired, with 75% of that number having retired In the 
last three years. Almost 80% of that number stated that the 
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District's malpractice ea^inmrnent contributed to their 
ded^cm to retire. 

The foUcwlng answers were received by t^etricians wIk> are currently in practice 

' l^s^ dbms^tkiiBsm idll not ^a^lee bx tbe District. Over 
34% ^ r^xmdeats did not pr^entiy practice OB in tbe 
DistricU Over 84% thai number stated timt the cost of 
malpmctice inmtraoce was a factor in their decision 

not to practl^ In the District* 

C%iBletrlcl^s ape less l^oefy to treat or low ^^^cnne 

peHeatsu 32% of c^istetriclans <k> not acc^t high risk 
patients, BS% oi the r^x^ulents do not accept D^trict 
Medicaid OB patl^ts. Of that number, ?3% stated that the 
oc^t of malpractice iomurance was a factor in that decision. 

- Otstctrkis is a h^slnrlsk spedality* ^% of res;»3ndents 
reported that at least one malpractice suit had been filed 
a^^ainst them* Just because a suit is filed against a physician 
fkses not mean that malpractice has occurred. However, a 
malpractice suit must be defended, which costs money, time 
and emotional distr^s. 

- (%stetxidfflis m^y disccmtinse prac^iee malpr^:tice 
premiQB^ ooottntto to rise* 08% of obstet icians reported 
they wcMild seriously (insider disccmtinui^ig practice if 
malipractice premiums were to increase up to 55% * 



- MalpfHf;tic6 i^emlams cootiibtite dlgmficantiy to phy^ciaas* 
foes. 97% of r^|x>ndents raised fe^ during the past two 
years and ^% that number stated that malpractice 
insurance asst was a major factor in that decision. Over 21 % 
re^Kmded their fee increase wjk a iOD% passthrough of 
increa^ malpractice premiums. 

^ Sialpcac^icae Insu r aa oe mf^lces cost of delivery more 
eixxeoslve* When asked how much medical malpractice 
premiuois ^ided to the cost ci each delivery, the refjpous** 
was as follows: 



- 6% ^ 




- 11% « 


$300-399; 


- 9% « 


$400-499; 


- 18% « 


$500-599; 


- 17% - 


$600-699; 


- 8% * 


$700 799; 


- 6% 


$800-899; 


- 8% 


$900-^9; 



- over 1 3 % re^x>nded that the cost of 
malpractice insurance premiums increased the 
price per delivery $1,000 and above. 
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1967 YomxPlqsictaasSbrgey 
IQ S^tember 1^7, the Young Physicians Section of the Medical Society of the 
District ,of Columbia surveyed its member^iip in order to formulate future directions. 
Young physfc^ns are defined as being under the age of 40 and/or being in practice for 
five years or 

Approximately ST percent of tht^ surves^ indicated they found the poJitica] and 
ectmomic climate of the District unfriendly to their medical practice. Thirty-six percent 
felt so dissatisfied with the area^ ciisiate that they would leave the District if they were 
not constrained in doing so. This feeling was more evident in r2s^xHi^ from women and 
black physicians. 

At a time when District physicians are retiring at an earlier age or leaving the 
District to practice, attracting young f^yslclans is critical to the continuation of health 
care services. The Young Physicians survey raises serious cxjnceras about the District*s 
attractiveness to this category of physician, 

1^ District Fnrfe^iKia l LiM>iiity ^irvey 

In the summer d 1989, the Medical Society of the District of Columbia surveyed 

its members In an attempt to update the assessment of the impact of the professional liability 

insurance crises on its member^iip. The r^?ults of this most recent survey^ to i*hich 414 

members of the Society responded^ showed the following 

- It© Districts medical malpmctice esvinanmeot has become 
an lis^iofftsBt factor ti a p^^dmi% ded^oo to disoaotlQue 
pnicttefng In tiifs jortedii^ian. Thirty-nine percent (39% ) of 
the re^3ondmjts to the survey indicated that they have 
considered moving their practice from the District of 
Columbia because of malpractice prc^lems and related 
expenses. Four percent C4% ) of the re^xsidents indicated 
that they h^ already relocated* Furtherxnore, of those 
physicians r^x^nding to the survey who indicated that they 
pay in excess of $30,000 per year in ^mual malpractice 
premiums (Le., high risk practice grcnq^ antl O^CYNs), 68% 
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said that tbey left or wmld omsider leaving the District 
because of the malpractice es^nmmeiit. 

- The pt^s^^ans «te mold Goulds' Imiog pf^^ 
theE^Mflf C^^hmibiafcvadpaf^sm^tlii^p^^ Of the 

tot&l Dumtier re^xmding sihplciaiis who indicated they 
would CGnsf<!k^ leaving the District of Columbia t^ecausf.' of 
malpractice problems, 30% had been practicing in the 
District betweoi 10 ai^ 15 years* «m} 27% had l^a 
practidt^ la the District 16 to ymxn, 

- Tbe Di^ilct^ fisadkal malprsctice esirkmaient is m 
teportmit f a^ar hi tbe dee^on of pl^i^teSaas to dlscootimje 
ptOTl^qgamforlied^^p^ia^ Almost rate-third <tf the 
re^iKl^ts C^) Isdie^ted that th^ wouy eUmli^te or 
limit the r««ierti^ erf care fc^ Medicaid patimts because of 
the a^ts erf {Hit^essionai Utility ii^irm!ce« Thirty-nine 
percent m%) of the re^jmttiNmte iJHiicat«l they would 
eliminate or limit the i»OTi^oo oC services to the indigei^t or 
disciMitinue providli^ free care. Tti^ty-sevas percent (37% ) 
oi the re^>mK^t5 imlicated that they would eliminate or 
limit their acceptance of new Medicaid patients. 

- Tlie 1^ 00$ ctf ptof es^toi^ UablU^ hssoxmtx has caused 
increases fn mo^e^ feesu Wh&n a^ed to what degri^ the 
rise in prof^sional UaMity insairance h^ cau^ them to 
raise medical fees, ^1 ctf the re^poni^ts said the increase 
was less than five percent; 31% of the r^xKidents raised 
their fees between five (5) and ti^ (10) percent; and 17% said 
they raised their fees between eleven 111) and twenty (20) 
percent- 

Ccmc luslaB S 

In ccmclusiim, although It is true that the Medical Society^ surveys cannot be 
called scientific surveys, the r^jon^ erf |:^ysicians who completed the questionnaires 
clearly show that concern about malpractice claims and professional liability coverage 
are having a major impact cm the prm:ti«^ of medicine in the District. The impact Is 
greatest among certain high risk ^>ecialty grouj^ but the ^lll over affect on consumers 
which is reflected In Increased fees, more tests* reduced Medicaid and indigent care are 
obvious. 
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Chairman Miujer. Thank you. 
Dr. Burton. 

STATEMENT OF WAYNE BURTON. M,D.. VICE-PRESIDENT/COR- 
PORATE MEDICAL DIRECTOR, FIRST NATIONAL BANK OF CHL 
CAGO, CHICAGO, IL 

Dr. Burton, Mr. Chairman and members of the Committee- 
Chairman Miller, You need a microphone. You need one of the 
others there. 

Dr. Burton. Thank you very much for the opportunity to share 
with you our longstanding efforts at the First National Bank of 
Chicago to provide our employees with quality and cost-efTective 
health care. 

We are especially proud of our pioneering efYorts to provide the 
March of Dime^> "Babies and You** prenatal education progiam for 
our employees and their spouses. 

Our interest in prenatal care date-s back to 1982. At that time we 
began to examine the potential causes of our rapidly rising health 
care costs and ways in which we might manage those cost^ more 
effectively. 

We had over 10,000 employees at that time, with 60 percent 
women. We learned that 15 i^rcent of our costs of health care, paid 
for by the bank's seif-insured health plan, was related to maternity 
cmt&. Maternity costs represented our single largest area of medi- 
cal care. 

We also learnf^ that of the six most common surgical procedures 
at that time, ere directly related to women *s health. 

Since Cesa^^ section deliveries were our most frequent surgi- 
cal procedures, we decided to obtain further data in this area. In 
1984, 29 percent of all of our deliveries for our employees and their 
depends were Cesarean section. Comparable statistics at that time 
for the Midwest for C-section deliveries were 19 percent. 

And in 1985 we employed a part-time in-house consulting female 
gynecologist who was on the stalT of a major university in the Chi- 
cago area. 

The gynecologist utilizes space in the bank's Medical Depart- 
ment, which is convenient for our Chicago employees. The program 
is voluntary and at no cost to the employee. 

The gynecologist also provides counseling for planned or current 
pregnancies and other health conditions, second surgical opinions, 
and a^istance with referrals to major university centers for em- 
ployees who have so-called high risk pregnancies. 

Three premature births and $200,000 later, we also realized that 
we had to do something about newborn costs. 

A healthy baby bom by an uncomplicated vaginal delivery costs 
us about $3,000> An uncomplicated Cesarean section delivery will 
cost over $6^000, A low birth weight, premature baby, to so-called 
high tech baby, has cost us over $100,000. 

So that in early 1987, to addr^ the problems of low birth weight 
babies, we began offering the March of Dimes "Babies and You" 
prc^am for our employees and their families. 
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One of the our roistered nurs^ became a skilled instructor in 
the program. And today we offer a total of five one-hour lunchtime 
seminars, which are related several times during the year. 

Topics covered in the clas^ include the importance of prenatal 
care, ABCs of healthy childbearing, nutrition, and exercise. 

In 1989, to further encourage participation in the program, em- 
ployees who complete these classes by the fourth month of preg- 
nancy are eligible to have waived for up to one year our $200 de- 
ductible for expenses for the newlK>rn. 

Currently we're having discussions with an obstetrician to pro- 
vide on-;iite prenatal care for our employees. 

Also this year we have expanded our efforts focused on eliminat- 
ing unne<^s5ary Cesarean section deliveries by instituting a second 
surgical opinion program for non-emergency C-s^tions. Now, em- 
ployees and their spouts who are scheduW to have a non-emer- 
gency C-section need to obtain a second confirmatory opinion. 

We estimate that if 100 employee participate in our prenatal 
elates, the cost of waiving the $200 deductible for the first year of 
the baby's life could run at most $20,000. The cost of offering the 
March of Dimes "Babies and You" program is small. 

There is minimal loss of employee productivity since the pro- 
gram is presented during the lunchtime pericKl at work. The cost of 
our on-site consulting gynecolc^st if about $15,000 a year. 

Despite these up-front costs of the incentive plan, an education 
program, an on-site gynecologist, we stand to save lots of money. 
Conservatively, if we prevent one high tech baby every five years, 
we can save money while enhancing care. This is a win/win situa- 
tion. 

In order to track the cost-effectiveness of this and other health 
strategies, we installed a state-of-the-art computerized program in 
1987. We're tracking th*^ casts. Within a few years we anticipate 
having objective data from our own prc^am. 

Our cc^t containment efforts, an ongoing objective, do not con- 
flict with our goal of ensuring quality health care services for our 
employees. Maternal and gynecological care is an excellent exam- 
ple of how cost contain. ient and improved quality of care can work 
tc^ether. 

First Chicago's women's health program is only one of several in- 
novative programs that we have developed to better manage the 
ouality and cost of health care for our employees and their fami- 
lies. 

Again, I thank the Committee for the opportunity to present 
First National Bank s views. And we'd be glad to answer any ques- 
tions regarding our programs. 

[Prepared statement of Wayne N. Burton, M.D., follows:] 
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Peepab^ Statemeot of Wayne N. Burton, M.D^ FACP, Vice Prmdent/Corpobatb 
MEDiCAt DmBC?roE, Fmsx National Bake of Chicago, Chicago, IL 

Chairman and sembers of the comaittee^ thank you very much 
for the oppoitunity to share with you the longstanding efforts 
of the First National Bank of Chicago to provide our etQployee& 
with quality and cost-effective Rosen's Health Care, m are 
especially proud of our pioneering efforts to provide the Warch 
of Di&es "Babies and You** prenatal education program for our 
employees and their spouses. 

Our interest in prenatal health and education dates back to 
198?* At that time, ve began to examine the potential causes of our 
rapidly rising health care costs, and ways in which wo sight manage 
those costs more effectively. The fact that we had over 10,000 
employees — of vhosi 60% i^ere female. We learned that 1S% of 
the cost of health care, paid for the Bank's self-insured medical 
plan, ie related to maternity costs. Maternity costs represented 
our largest and most coisuson area of isedical care. 
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We also learned that of the six xaost common surgical procedures at 
that time, four were directly related to woiQen's health. These 
procedures included Cesarean section, normal delivery, laparoscopy 
and Dilation and Curettage. 

5 ;ice Cesarean section deliveries were our most frequent 

surgical procedures, we decided to obtain further data in this 

area, in 1984, 29% of all deliveries for our employees and 

their dependents in our plan were by Cesarean section* 

Comparable statistics for the Ridwest at that time for 

C^section deliveries were 18% and 19%. These numbers were also being 

used by a ssajor teaching hospital in the Chicago area as a 

quality assurance guideline* 

There are a variety of additional health risks and medical 

costs associated with e c-section delivery. Our average hospital and 

surgical, for a C-section delivery in 1984 was $6,5S4, nearly 

double the average of $3,261 for normal vaginal deliveries. 

In addition, an employee who has a C-^section delivery is absent from 

work about 2 weeks longer than in the case a normal vaginal delivery ♦ 

In our data analysis, we also found that 40% of employee short 

term disability absence days, that is absences less than six months, 

are related to pregnancy. 
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In January, i98S, as a direct resuilt of the above data anaXysiSi 
anil as part of First Chicago's continuing efforts to provide 
cost-effective and quality health care services for our 
eaployees, we employed a part-^tiiae, 'in-house" consulting wosian 
gynecologist who was on the staff of a aiajor university teaching 
hospital* The gynecologist utilises space in the Bank's Medical 
Department, which is convenient for our Chicago employees. 
Employees are provided a periodic examination, 
including a medical historv, blood pressure checks, blood 
count test, breast and pelvic examinations and a Pap smear. 
The program is voluntary and at no cost to the employee. The 
gynecologist also provides counseling for planned or current 
pregnancies and other health conditions, second surgical 
opinion5# and assistance with referrals to sajor university centers 
for employees who have so called **high risk" pregnancies. 

Three premature births and $200, DOD late*'p we also realised that 
we had to do something about maternity costs* A healthy baby 
born by an uncomplicated vaginal delivery will cost us about 
$3000* An uncomplicated C-section delivery will cost us over 
$6000* A low birth weight, premature baby, the so-called **high 
tech baby" has cost us over $100,000. 

In early I9S7, to address the problems ot low-birth weight birth, we 
offered the Karch of Diroes Baby and Vou Progtam** to our 
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employees and their families. One of our Registered Nurses 
b«caae a i^killed instructor in the program. And today we offer a 
total of five one-hotir lunchtlme seminars, which are repeated several 
titles during the year. Topics covered in the courses include 
A,&,C's of Healthy Childbearin9, nutrition, exercise, and the 
importance of proper prenatal care. 

In 1989, to further encour*^ge participation in the prograci^ 
employees, who complete it by the 4th month of pregnancy, are 
eligible to have waived for up to one year our $200 
deductible for expenses for the newborn. 

Currently, we are seriously considering having a part-time, onsite 
obstetrician to provide prenatal care for our employees. We 
have already had discussions with an obstetrician who is on the 
staff of a major Chicago area teaching hospital. And she is most 
interested in such a program. 

Also this year, we oxpt'^nded our efforts focused on eliminating 
unnecessary C-section deliveries by instituting a second opinion 
program for non-emergency C-section deliveries. Now employees and 
their spouses who are scheduled to have a non-emergency C-section* 
need to obtain a second confirmatory opinion. Otherwise the 
C-section will be reimbursed at the 5D% level instead of the 85% 
level . 
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We estimate that it 100 people participate, the cost of waiving the 
$200 deductible for the first year of the baby's life could tun 
$20^000 at most. The cost of offering the Rarch of 
Dimes Baby and Vou Program is ainimal, since one of our staff 
nurses is a trained instructor. It is probably less than $2000 per 
year. There is minimal loss of employee productivity since the 
program is presented during lunchtisje. The cost of the onsite 
consulting gynecologist program is about §15,000 per year. 

Despite these upfront costs of providing the 

incentive plan? an education program, and an onsite consulting 
gynecologist, we stand tD save lots of moiijy. Conservatively, if 
we prevent but one high-tech baby every five years we vill have saved 
money while providing enhanced care. This is a win/win situation. 

In order to track the cost--ef fecti veness of this and other health 
strategies^ we installed a state-of-the-art cosputer system in 
1987. The system tracks health care and disability costs as 
well as Wellness Program participation. Within a few v^ars we 
anticipate collecting objective data on the impact our prenatal 
program on health care costs and disability time off work. 

Our cost containment efforts, an ongoing objective, 

do not conflict with our goal of ensuring quality health care 
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services for our eisploy^ees. ftdternal and gynecological care is an 
excellent example at how cost containment and isproved quality 
of care can work together. As part of our consulting 
9ynecolo9ist' s services^ wo have been able to provide quality 
and cost-effective, periodic gynecologic examinations for our 
employees. 

First Chicago's Women's Health program is only one of several 
innovative programs that we have developed to better sanage the 
quality and cost oi our health care costs. 
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Chairman Miller, Thank you, 
Dr, Howse. 

STATEMENT OF JENNIFER L. HOWSE. PH.D,, PRESIDENT-DESIG- 
NATE, MARCH OF DIMES BIRTH DEFECTS FOUNDATION. WHITE 
PLAINS, NY 

Ms, Howse. Ill be necessarily brief. YouVe heard a lot of testi- 
mony this morning about various kinds of barriers to prenatal 
care. Those have been documented amply in a body of reports, in- 
cluding the Institute of Medicine report in 1988. 

ril comment today just on the March of Dimes and a particular 
project organized around institutional barriera to prenatal care. 
The focus of the project gets to the point which you ve also heard, 
which is: How clients are treated in the service situation matters a 
great deal as to pr^nancy outcome and as to whether or not 
women are going to continue to come back for care in that setting. 

The March of Dimes involvement in this program is in the con- 
text of our campaign for heaJthier babies. The prototype for this 
project was develoj^ in Nevv York City March of Dimes in 1987, 

The ''Babies and You" project that you heard described earlier is 
one component. Another component is our hospital project. And 
the purpose of the hospital project was to identify various kinds of 
barriers to prenatal care but, more importantly, to survey hospi- 
tals, to survey women right after delivery, and to bring together 
the administrators and service providers in the hospital settings to 
identify initiative that were in place to address particular prob- 
lems. 

And for every organizational barrier that we found in the litera- 
ture and that we found identified in hospitals in New York City, 
there was, at least in every hospital, one innovation, one initiative 
that could overcome that barrier in that one particular setting. 

Various examples are included in my testimony. I want to em- 
phasize again the importance of not only surveying the hospital, 
but also talking with women who have just gone through prenatal 
care and delivery in order to understand the nature of the barrier 
from both sides of the fence, so to speak. 

After identifying these innovations, we published a series of 
monographs that talk about the innovations and how they are im- 
plemented. WeVe also sought support to carry these innovations to 
other hospitals in New York City and are in the process of so 
doing. 

These innovations are nothing new. They're things that you 
heard this morning and that youVe read in other places. Immedi- 
ate pregnancy testing, expanded clinic hours, time appointment to 
replace this block app)ointment business where you have to come 
and wait a whole morning to get into care, free public transporta- 
tion, better continuity of c^re, more bilingual stafT, staff recogni- 
tion programs, and the like. 

We're now involved in the replication phase oi the h<^pital 
project. WeVe doing it in a number of ways, including citywide con- 
ferences for hospital personnel to feature one or two innovations, 
have the hospital come forward that successfully implemented the 
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innovation, and use that as a method of sharing successful t^h- 
niques* 

In addition to the conferences, we've also instituted a number of • 
March of Dimes award programs so we can catch hospitals being 
good, so to speaks and to reward innovation where it exists. 

We've also worked successfully with the New York State Devel- 
opmental Disabiliti^ Council so that public money is now being 
used in upstate New York to replicate the hospital project. 

And I think more importantly than that all of our 130 March of 
Dira^ chapters in communities across this country are in the proc- 
ess now of undertaking replication of the entire campaign for 
healthier babies. 

And we're looking for a variety of hospital partnei^hips in local 
communities with the March of Dimes precisely to identify these 
kinds of innovations and initiatives that make prenatal care more 
user friendly. 

We do look upon this. Til adopt some text from Assistant Secre- 
tary Mason, We do look upon this as a crusade as well, and we also 
l(K>k upon it as a long-term problem. 

If we didn't meet goals in 1990, we^re going to have to do some- 
thing different in order to meet goals by the year 2000. 

In clewing, I believe that the federal govemr^ent can continue to 
play an important role in reducing the organizational barriers by 
continuing to expand coverage for uninsured pregnant women, 
using financial incentives to make prenatal care more user friend- 
ly, and to recognize innovative programs and to encourage their 
replication. 

Thank you. 

[Prepared statement of Jennifer L. Howse, Ph.D., follows:] 
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Pft£i»ARED Statement of Jennifer Howse, Ph,Dm President Designate* March 
Of? DiMi® Birth Defects Foundation, White Plains, NY 

Good nwrniog, Mr* Chairsian and meiabers of the Committee. 1 oro Jennifer 
HowsG, president-designate of the March of Dimes Birth Defects Foundation. 
Thank you for the opportunity to ccmiment on reducing barriers to prenatal care. 

In 1988 > the Institute of Ktedicine issued a report that very clearly identifies 
the barriers that are preventing pregnant women from getting care — financial, 
supply, and oj^anigational banders. The Hcmse of Representatives has already 
taKen commendable action to help reduce some of the financieU barriers by 
expanding Medicaid to cover prenatal care for women with incomes up to 185 
iDorcent of the poverty level, and by encouraging presumptive Medicaid eligibility 
for wc^Den seeking prenatal care. The IV^reh of Dimes hopes the Senate will take 
comparable action l^fore the end of this session, 

I want to talk with you today about organigational barriers , The Institute 
of Medicine, in its reiK>rt, found "very pei^uaslve data that institutional 
modification can improve participation In prenatal care substantially" and 
undersrxjred "the importance of how clients are treated, what the clinic or office 
procedures are , and what the atmcmphere of the setting is . " 

The March Dimes in its Campaign for Healthier Babies has found a great d^ 
of empirical and anecdotal evidence to confirm the Institute's findings, and has 
identiHed numerous model programs where institutional changes have indeed 
r^ulteU in improved participation in prenatal care^ 

The Campaign for Healthier Babies was first developed by the March of Dimes 
in New York City in 1987, As part of this progmm, we surveyed 38 of the city's 
43 hospitals that offer obstetric^ services. The purpose of the survey was to 
identify innovations in maternity care and develop strategies for replicating their 
success in other settings . 
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For most of the insUtutional ban^i^ to prenatal <^ Identified in the 
literature, we found an initiaUw to address the problem In at least one hospital 
in New York City. St Vincsnt^ Hospital and Medical Canter, for eicample, has a 
satellite cUnie In Chinatown that is opan on Saturdays. They^ve exjmnded their 
hours, aad they stagger appointments evory 15 minutes to redut?© waiUng time. 

St. Vincent^s has also hired two biUngual midwives — one Spanish and 
on© Chinese, and develc^ped educational materials in four languages. Better 
continuity of <»re is provided through a patient tracking system that ensures 
patients see the san^ midwife each time they come in, 

St. Luke's Roosevelt Hospital distributes subway tokens to 
all prenatal clinic patients. Woodhull Hospital Center offers on-site childcare for 
patients. And Lutheran Medical Center offers "quick pregnancy testing." vvith 
Immediate results. If a woman tests p<^itlve, she receive her first prenatal 
examination the same day. 

In addition to identifying organiaaUonal innovations, the Mai^ of Dimes 
Mew York City Hospital Project also focused on paUent's perceptions through In- 
depth, post-partun5 surveys at two hospitals. Interestingly, the most basic and 
far-reaching problem at the two institutions we studied is drugs . The post-partum 
surveys f^und powerful correlations l^tw^n women wJk> re(^ve late or no prenatal 
care and drug use. 

We also assessed ^wriers from the provider's point of view through a 
series of focus groups with health prof^lonals and staff. Both the survey and 
focus groups have proven extremely valuable to the hospitals as an empirical 
source of information on prenatal barriers, and a number of new approaches have 
been implemented as a result. 
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The Mopch of Dimes believes patient surveys are a valuable tool for 
Identifying barriere to care at indlviilual institutions. This approach can be 
applied at eny hospital or clinic » and we hope more institutions with obstetrical 
services will follow a similar process and evaluate their maternity care services 
frc»s the patient ^s point of view* 

Based on both the hc^pital innovations survey and the patient survey, the 
March of Din^s published monographs on financial and institutional barriers to 
care. These were widely distributed to hospitals, clinics, and the media, and are 
available from the March of Dimes to anyone who is interested. Our monograph on 
institutional barriers recommended that New York City hospitals consider chan^ng 
their clinic practices to provide the following: 

1) . San» Day Sei^ices — particularly immediate pregnancy testing for walk-in 

patients, with prompt follow-up to schedule a prenatal care visit, 

2) . Expanded Clinic Hours to accamimxiate the many women who find it 

difficult to schedule visits during business hours, 

3) . Timed Appointments --to replace session or "block** scheduling and reduce 

waiting time. 

4) . Free Public Tmnsportation by distributing Subway tokens or providing 

van service to Medicaid and state-funded patients. 

5) . Better Continuity of Care --to foster ongoing relationships between patients 

and providers. 

6) . More Bilingual Staff — to better meet the needs of ethnic populations. 

7) . Staff Recognition Programs --to Injprove morale and motivation among clinic 

staff. 
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Having identify the bai^rs to care m wdU as innovatiVd solutions » our 
objective now is to encxmrage replication at oth^r institutions. One way %i?e've 
sought to do this is throuj^ a New York City Hospital Awards l.uncheo» at which 
we rec<^fii£e institutions that ore taking steps to make prdnatal care more ^user- 
friendly,** 

Through a grant frcmi th^ United Hospital Fund, we*ve also hired an 
oKtension a^nt to work directly with New York City hospitals Sn developing 
innovative progranm. And we are holding a serios of cKjnfonence^ in the citj to 
educate providers about new approaches to prenatal care services. 

The first of these was held last week on the benefits of combining fast- 
tracking of Medicaid appUcsations » in which the clinic files for Medicaid on behalf 
of the patient, with presumptive eligibility, which begins in January. The 
conference drew more tfmn 150 people from 43 New York hc^pitals. 

The New York State l>evel<^pi&ental Disabilities CouncU is also piloting a 
replication program in towns and cities in u|^tate New York, And the March of 
Dimes is to replicating the New Yo!?k City Camimign for Healthier Babies on a 
national basis beginning next year* V?hUe the Campaifrn in each area will 1^ 
designed around local maternal and child health needs » we hope nmny of our 130 
chapters will forge partnerships with hospitals and work with them to reduce 
organisational banriers to prenatal e^re* 

The federal govemn^nt can play an important role in redudng oi^nlzatlonal 
barriers to care by continuing to expand a>verage for uninsured pregnant woB^nj 
by using maternity care financing legislation to create Incentives for hospitals to 
make prenatal care more user-friendly; and by using its conBlderable innuence 
to recognise innovative programs and encourage their replication . 
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I wtmld uTgB the Congress and the Adsoinistmtion to pay special attention to 
funding for specdoU^ed progmms to help substance-abusing pregnant women. 
Cmck and cocaino use by pregn^t won^n is rising rapidly, and there is a direct 
relationehip between drug abuse and low birthweight. Funds applied to thifi 
problem not only benefit the woman » but may savB her baby from starting life 
critically iSX, with a lengthy hospital stay and thousands of dollars in ^tedi(^d 
costs. 

ThanH you. 
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Chairman Mixjler. Thank you very much. 
Dr. Eberly. 

STATEMENT OF JOAN EBERLY, RN., M.P.IU DIRECTOR OF PER- 
SONAL HEALTH SERVICES, BERRIEN COUNTY HEALTH DE^ 
PARTMENT, BENl^ON HARBOR. MI 

Ms. Eberly. I'm Joan Eberly. Vm from Berrien County, Michi- 
gan. Vm acro^ the state from Detroit^ Wayne County. We're out- 
state. That refers t ^ everybody who isn't Wayne County or Detroit. 

I have been asked to come here and talk about the prc^ram that 
we had some years ago where we combined former categorical pro- 
grams into one service. I will sj^ak to four points: the advantages 
of coordinating service, the benefits that we encountered, and the 
otetacles we encountered, and the current problems we have today, 
a few of those in prc^am administration at the local level. 

The advantages of coordinating the service are that we were ap- 
proached in 1977 to combine the former categorical — or they still 
are categorical — programs of WIC, Women, Infants, and Children, 
which is a nutritional supplemental prog»*am, through the Depart- 
ment of Agriculture; MIC, Maternal and Infant Care, which is pri- 
marily funded through MCH block grants; Family Planning, which 
is primarily Title X funding; and EPSDT, which is the Medicaid 
program for recipients under 21, the preventive program, and that 
is funded from Welfare. 

The significant features of our family health project model were 
a single plan, a single budget, single fiscal year, one reporting 
system, leveling of eligibility, and integrating the staff. 

We were charged to do all this to provide a single program that 
could provide comprehensive care retaining high quality and reduc- 
ing the cost. 

We implemented our program in January 1979. The benefits we 
experienced were: Staff was cross-trained, and they moved across 
program boundaries with the clients. 

The clients liked it better. They had a friend going with them. 
They didn't encounter new staff and new programs. These services 
were directed toward family needs. There was greater participation 
in our services. 

Duplication of health care services occurred less frequently. We 
did reduce the number of client visits. The prenatal patient got her 
^VIC coupons during her prenatal visit. Also at her postpartum 
isit, the exam there became the initial exam in family planning, 
and she was given whatever her contraceptive choice was. 

There was a higher frequency and more integrated referrals. The 
staft' was happier. They had more variety in their jobs. We had a 
single agreement to go to the ^ard of Health and Board of Com- 
missioners for approval. 
# And our cost efficiency was improved. We were oae of two exper- 

imental counti^, and there were two control counties There was 
an evaluation by an outside agency after three years of service. 

The obstedes we encountered: Administrative functions re- 
mained categorical. Funds were accounted for categorically. We did 
have one budget, but only after the four categoricals were rolled up 
into that budget. 
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Federal waivers to level eligibility requiremente were not grant- 
ed. Data remained strictly cat^oricaL Particularly at the Michigan 
Departraent of Public Health, staff attitudes and turf issues led to 
a lack of commitment by of the staff there. 

Jeff Taylor, who had asked us to get into this program, was 
really, from our persf^tive, our only advocate. 

The Department of Social l^rvic^ continued to object to having 
their funding, Medicaid funding, going to sup^rt any ether pro- 
gram, even Ofroi^h all the other pn^jrams were sup{K5rting EPSjDT. 

There was a shake-up at the state Health Departraent in 1985. 
Jeff was transferred to another bureau, and that abruptly ended 
our experiment* 

I have teen asked to relate to infant mortality as it related to 
our programs. I don't know whether you can see this graph, but it 
is included in the handouts that I have included in the materials. 

This is a perinatal chart of perinatal deaths. And this is from 
1970 through 1987. And, as you can see, we started our program in 
1972, our MIC prorrram. We did take a drop, and we remained 
lower than the state average, even though our clients are all of 
those at risk that you've heard so much about. We feel that we 
really were able to do something about having babies born okay. 

The perinatal peri(Kl gws from the period 21 weeks gestation 
until 1 week after birth. 

Now here's our infant mortality. As you can see, we didn't fare 
as well. A lot more was hapj^ning to those kids after they were 
born, which really indicates that we need more support for mothers 
and families and babi^ after the prenatal period. 

I do want to comment that in 1983 our infant mortality in 
Benton Harbor, not Berrien County — Berrien Ck>unty was 16.2 — 
Benton Harbor, was 41.9, which exceeds my friend s statistics over 
here. That's deplorable. 

Of course, we have smaller number. So when you have smaller 
numbers, they can effect a jump much more quickly. 

We have oeen receiving infant mortality initiative funds, but 
they come to us with strings attached: specific populations or the 
money must be spent only in a specific way. 

What happened to us a year ago was very traumatic. On October 
the 18th my health officer and I were in Lansing to receive from 
the state Health Itepartment the instructions for the current fiscal 
year. We were already 18 days into that fiscal year. 

What we found out was they took our MIC grant, Maternal and 
Infant Care. And they took over half of those funds and put it over 
into a budget column entitled ''Enrollment and Coordination." 

We were proceeding with our staff in that grant as if it was con- 
tinuation* And we had to move bc^es quick. And the thing that we 
did, we dropped infant We dropped our infant care program, which 
handled children up to five years of age. 

The state was able to double their prenatal funds from the gov- 
ernment, but those funds came saying that you can't use those 
funds for direct patient care. And that's what we were doing. 

I think Fve exceeded my time, I would like to say something 
about AIDS, and maybe you'll ask us about that later. Tve been 
practicing to get it in five minute, and I don't think I managed. 

[Prepared statement of Joan Eberly follows:] 
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Prepabkd Statemei^ of Joan Ebbrly. M.P.H., Director of Personal 
Health Services, Bkrrien County Hp^lth Department, Benton Harbor, MI 



B«rrl©o County is located in the extren^ southwest cornar of 
Michigan, bordered by takm Michigan to the west and li^and to 
thd south* rhe County's strategic location along Lake 
Michigan between Detroit and Chicago is the juncture cf major 
federal highway eystemc. The tr^tro county of Berrien consists 
of 39 municipalities, 22 townships, 8 cities and 9 villages, 
the principal cities of Benton Harbor and St. Joseph, employ a 
Mayor /Coimissioner, city Hanager forra of government, me 
third, Hiles, has a elty counoil/adininistrator forxa of 
government 

The county has oxperltncisd a decline in population from the 
1580 censue ni,27S to 163, SOO primarily due to employers 
closing their manufacturing plants and one nKJving their 
administrative headquarters to other states^ A major 

accompllshinent wan realised in January 1986 when Benton Harbor 
was officially established as a Pilot State Enterprise 2one. 
The desigi^ation is designed to infuse investment capital in 
the city through tax breaks and other incentives. 
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Berrien County' • gently Jcolllng topography rises to 200 feat 
above the IdveX of X»ake Hichigan on high bluffs. There is an 
a)»mdaxica of farms ^ woods and Inland lakes, The largest 
non'^itrus cash-to-grower market in the world, and niwnerous 
food storage and processing plants are evidenoe of the 
is^rtance of agriculture to the Southwostern Miohigan area. 
Historioally agrloulturo has been a major contributix^ factor 
to the local ecom»ay, adding to its diversification* The 184 
day grovfing season with its ideal texnperatures and ht^idity 
along with the moderating effect of Lake Michigan make this 
possible* The orchards and vineyards attract thousands to the 
area every year. 

Tourisji is now oim of t^ major econc»nic factors* 
Recreational opportunities aboui^ in Southmstern Hichigan. 
Froei snow to water skiing » boating, ice fishix^^ ^iaasiingr 
snowmobiXing or maybe hang^^gliding* The area boasts 50 parks, 
4 playgrounds and 14 publio beaches and parks along the 42 
miles of I<ake Michigan shoreline* The St* Joseph River, 
Michigan's 2nd longest, affords 2t miles of navigable waters 
with 1$ acc^mm points in Berrien County* The legendary 30 lb* 
Chinook Salmon Is a reality l^re in the big pond (i*ake 
Michigan) along with abundant Coho Salmon, Lake Trout, Bjrown 
Trout, Perch and Steelhead, Berrien County has nearly 2,000 
acres of recreational land* 
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Tht St* Josej^ River se]p«rates tha tv^ major cities of 
St. Joseph and BeotOT Harbor. It separatos the waalthiaat 
o(»tc{unity from the ^orMt^ per capita inc^rto at. Joseph - 
113, $96, 1 Bentoa Harbor - tSrSll. {1986}* A Depart2s»i&t o£ 
C^tmrea '*Neod Index lUmking^ rankad Benton Harbor II of 1,601 
fliohigan coismu&itias in 1982. This is the sito of our main 
health dop^tmant facility. 
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I am h0r« to talk to ycm about our Family Health Program (not* 
thft brochure in your i^cKet) which began in 1979 • I speak to 
you frm th© pftrspectiv* of a local health department about 
our experience in coordinating services that ara usually 
deliverod on an independaat basis and in a^aa situations they 
stand alone. 

In late 1977 Dr. Jeffery !^aylor. Hater al and Infant Chief of 
the Michigan Pepartment of Public Health, gave us the 
opportunity to be one of two local agencies to inqplement the 
Family Health Project Hodel, which grew out of of his 

prior research projects* They had identified vfeaknesses in 
traditional, categorical programs for serving low Idcchm 
BK>thers and children. The family Health Project Kodel called 
for an integration of four categorical programs - SS " Women, 
Infants and Children. [Sfi - Maternal and infant Care, - 
"Family Planning and W^SS/;!: , - Early ^r iodic Screening Diagnoets 
and »eatment • into a single multi-service program. 
Significant features of the model includedt single plan, 
single budget, one fiscal year, unified reporting system, 
generalised consultant from Michigan I^partment of Public 
Health, leveling of eligibility, Integrated clinic and 
cross-trained staff. In short, the intention was to create a 
single program which could provide comprehensive, high quality 
health care at low coat. 
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Om of the Bvain dis&avantageii with categorical progranui haa 
bean that by focusing tm a single, wall-definad haaith 
preblem« tbara is tha potential for missiog broadet haaltb 
isauaa. la thalr most atrlot fom^ categorical program 
ig&ora the exlataaoe of all otlier sarvicaa in both day to day 
oparation and long-tara plMnii^. This haH^M in spits of 
thm fact that tbi^ often aarva tl^ aama people and provide 
similar « potentially interrelated, servloaa. Staff from one 
program <»mnot aaalst la another program, despite pariodio 
changes in workloadi there may be a duplioatioa of services 
when a peraon is a participant in mxm than one program ^ 
financial eUgibility may vary ao that ijidividuals who qualify 
for one program may not ^alify for anothari and there is 
often a duplication ia reporting when two or more pr<^as« 
need the sama infortsaticm* 

We bad experienced many of the above disadvantages as 
ia^lementad Family Plannii^, »ic^ J^W^ a^ WJC during the 
early 70 'a. Wa began our Family Planning Program in 1569. As 
with any start-up program, there was down time* We became 
Involved in prenatal care in the early mo's because many 
poor women were unable to find physicians who would accept 
them into their practice. At this tlmSr the Pemlly Planning 
Program was in its* formative stage i thus, the staff were r^t 
fully utilised for family planning eervlces so the health 
department ctu^ae to use this resource 
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to respond to another publio haalth tioed prenatal care for 
poor wc^en. Re^iM v f^ly planning oCfloiaXs objected 
Ktr^mly to this course o£ action and disallc^i^ further use 
of family planning staff for prenatal care. An a^eal was 
made to the Hiehigan I>6partsHmt of Publio Health for fimding 
to provide prenatal care# ^ ssall grant was made available in 
the late spring of 1912 ^ az^ was followed in Deomid^ar of 1972 
by a maternal grant for comprehensive prenatal care which 
included nutrition » social and health education services, as 
well as the traditional i^dical and nursing services. The 
infant eosq^nent of our Katemal and infant ^ogram was funded 
during 1974. Our EPSDT Program began in the Spring of 1973 
and WIC began in the Spring of 1915* Our programs were 
delivered categorically ai^ ware serving many of the same 
isdividuali and experiet^ii^r the duplication of efforts, in 
an effort to address those problcsos^ the tteternal and infant 
Care Division of the Michigan S^partJttent of Public Health 
chose two county health departments in Hiehigan to undertake 
this project I one was Berrien^ the other was Muskegon » Kent 
and Saginaw Counties agreed to serve as the control counties ^ 
meaning that thsy would keep their prograios as categorical ^ 
and be used for comparison when *-ho Family Health Program 
experiit»nt was evaluated* 
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tn ereatioa tl» Family SeaXth Pn^am, it was hoped that thia 
iategrated approach vwil« mprt eftactivoly and efficiently 
RMHit thft haalth care needs of the faadlies ia Berrien County, 
The goal Of the prograa was to deliver c<»aprehen«ive health 
care service b in a way which treats the family as a whole and 
not as fragmented parts. Referrals were often made to 
appropriate wrvioes within the Family Health fr<^am, and 
staff crossed program boundaries with cliente to insure 
continuity of care, The Family Health Frosraro also integrated 
with other health department and consnunity services that hoth 
the staff and the family felt could address their health 
needs. Staff workii^ in the program Included nurse 
practitioners, registered nurses, physicians, nutritionists, 
social workers, a health educator, laboratory technicians, 
vision aad hearing technicians and clerks. We used the teara 
approach in all prograa. 

We spent over a year in preparation - cross-training staff, 
developing a single for» lAsre possible, i«e« intake form, 
developing the process of reducing client visita to a^et their 
total health needs* While our services were largely designed 
for mothers, infants and children, wo welcomed fathers and 
significant others and included them in our care plans axtd 
edueatiional sessions. In January of lf?9, both counties 
implemented this new program. To describe our basic services , 
X am using a report that was written late in Xf 83 that also 
includes the evaluation of the Family Health Program. 
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BASXC SERVICES OF TOS PJttlXLY mkLVB P^RMI 
Prenatal 

Thft Prenatal program provides conqpr«hensiv« prenatal care to 
low ineoma iracien wto hava at laaat omi maternal higb riak 
factor. k wonan la oo&alderad to be high risk if she has* or 
is likely to ha^r conditions assoclatad with childhoaring 
which IncreaBs the hatarda to the stot^r or bahy. Cesnponenta 
of the program iRcXuda medical oare» social work counsaling^ 
nutrition counseling, education and environmental aases^rtant* 

The delivery of a healthy infant b^r a healtl^ mother ia the 
overriding goal of the Prenatal program* Thii is often 
Rieaaured in terms of the parinatal death rata, which is tho 
numbar of infant deaths from tlto 20th week of pregnancy to the 
aeventh day of life par 1^000 births* In 1?S3# Berrien 
County's perinatal death rat^ was 12»94, coj^pared to 13«S3 for 
the State of Hichigan. A^lthough the health department does 
not give prenatal care to all the wmn in Berrien County , it 
is hoped that the provision of cost^rehensive services to high 
risk women contributes to the county's lower rate. In 19B3, 
529 women received prenatal cars through Family Health Program 
end there were 33? deliveries. Prenatal services are offered 
at the health departis^nt^s Benton Harbor office and also at 
l^rrien General Hoapital* 
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m September of »83, a Teen franatai Clinic wa« started to 
meet tha gi^lal no^da of pregnant toenagera. Last year in 
Kl^higan, birtha to teenafert 19 and younger accounted for 
nearly 131 ot all birthe* In &errien Cmmty^ close to 20% of 
all births mtm to teenagers. This statistic clearly points 
out that adole^ent pregnancy in our county ia an iaaue i^hieb 
must be addreased. 

The Teen Prenatal Clinic ig held in the late afterntK^n so 
there is no need for a disruption of school during the day, 
and patients are seen more often since they are at higher 
risk* The education cotnponeiit is geared towards the specific 
needs of teens » and the follow<*up on the patients is isiora 
intense. Fro^ Septezttber 1, 1$83 to August 8, 1984 « 111 teens 
wx% given care through the teen clinic and there were 60 
deliveries* 

Another progr^ that is relatively new is the Parenting and 
Infant Care class - a health class for pregnant teens at 
Benton Harbor High School. This v^s started in January of 
1983, and thus far $0 students have participated. The health 
department is contracted by the Benton Harbor schCK>l systcst? to 
provide this cliiss on a daily basis* students who enroll ai^ 
successfully coc^lete the course receive credit towards thoir 
high school diplonm. EKSD^les of topics covered include 
prenatal nutrition, anatomy, fetal development, labor and 
delivery, venereal disease^ contraception, infant care and 
infant growth and development* 
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Th« XnfAnt pr<^r«m eontalM oORq[K>n#tit«. One km ft 

«Speai4X Meeds** Well Child clinie Md the other ie the 
c^immmit^ 1P&reoti&9 Fco«rem, Speoidl Heede eXinia ie for 
Infente ei^ preec^iooleri en identified riek owld 

benefit tram «rell ohild oere th^ceuff^ the team a^^roeoh. h 
requirement of the pr^rem ie that participating familie9 have 
an Identified family phyaician to ^<xq they can be referred in 
the ease of illneee, Th^ mi^pluieie remaine on eervina children 
of familiee who are at high riek and/or those who cannot 
afford well child care from other clinice or the private 
eector. Sables born to ic^na in our Teen Prenatal Clinic are a 
good example* 

They are etrongly er^ourag^ to participate in the Infant 
Program and are closely followed for the first year. Services 
provided through the well Child Clinic include assi^ssisent of 
grcwtb and devglopment, general physical exam» intnunientions^ 
co\mseling on parenting skills and referrals for problems. 
Clinics are held once a v^ek at the health department's office 
in Hiles and three tis&es a week at the Benton Harbor office. 
Zn 1983, 3!^} children frcsB birth to five years of age were 
seen in the Well child Clinic. 
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Th« coemmity 9*reiitl&9 ProffXAa it a seiriM of ^renting 
elaastt* deiioncd to help pftrtat* b« ai>x% affeoUv* in e«riag 
for th«ir cMldrtn tiA in ascatlftg tht deisaiid* of mirftatt^. 
Vtk* motlM oeatAiaa five •*aodul««" vhieh b«v« k^sfi developed 
for spMif le age eroups fran birth to fiv* ye«ta. tb« nodulsa 
whieh !n&k« up tbo Commmity Parenting Progran aroi 1} Mwbem 
Bxpoctatloni (birth - 3 months )» 2) Barly infancy (3 - 9 
month* )» 1) Late Infancy CP - 10 month* )i 4) ^dXer Yoars 
C20 moatha - 3 ysara)! and J) Praiehool (3-5 yeara}. Tha 
claesea arc Uught by a iMUtric nursa praetitioner, a Jiooial 
wotkar and * nutritionist, all of whora hava exportiaa in the 
filed of child eara and parantiaf . Xha noduias ara offfirad 
8H>nthly at the health departftant'a Bantm Harbor office. They 
ara also held periodically at varioua other location* within 
the county, such a* Pawatin« Hoapital, Uke Hichi«an Collego 
and tho ywcA in St. Jose]^. tn 1983, 64 parenti participated 
In the Conmialty Parenting Program, All county reaidante are 
eligible to enroll in these olasseai the only requirements are 
the desire to laarn and an interest in children. 
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WQg^n. Infgntg and Children Su^leg^otaX Fooa Proaraga tWiO 



mc 1» a program for pregnant wm9a# nuralng fSK>tltors and 
Infantfl aiui children \tp to tivm ]f6ars of aga* to ^pxmlltf for 
this pr^tmp tha m^bar or ohild muat havo a medioal or 
nutritioTial rlik factor ai^ thmr ^uat me«t InooM 
requirements* The ¥1C program provides sduoAtioa Mid 
counseling abmt nutrition and nieal planning during periods of 
life when gc^ nutrition is the most oritloal - prcsgnancyt 
lactation and early childhood, tntensive c^mseling is done 
on a one-to-otia hasis and education is provided in a group 
setting* 

Another coiopcnent to the WZC program is the provision of 
coupons to eligible porsons for certain supplemental foods 
needed during these criticsl tiioes* WXC foods are not 
intended to make up the total diet^ rather, they add to the 
foods that participants should already be aating* ^ly foods 
that have the right amounts of certain nutrients are used in 
the program. Examples of the kinds of foods chosen are milk, 
cheese, juice, egga, cereal and i^^fant formula* Others are 
also included* 
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rhQ goal of the program is to iraprov* the nutritional status 
of pregnant womtn and nursing mothers eo that they will be 
healthy and their babies will be off to a good start in life. 
It also aims at bringing up the nutritional statue of 
pertioipating oblldton to a level where they no longer need 
the program. Bstabllshln^ lifetin^ habits of good nutrition 
is the main tool for accoti^lishlng these tasks. The WXC 
prograit) is olosely linked to the Prenatal ami Infant 
Prograitist Last year, WIC serviced 2,052 individuals ♦ 

garly Periodic Screening^ piaffnosie and Treatment (SPSPT) 

EPSDT is a preventive health prograjm which provides for early 
detection of hsalth problems and referral for treatment when 
necassary for Medicaid eligible persons under the age pf 21* 
The health departinent carries out the screening c<^ponent to 
this program, and referrals are made to appropriatci providers 
for diagnosis and treatment* Those who p^^rticipate receive a 
.«»y«ical assessment (which includes m cheek on vision and 
-aring), devslopRMintal testing^ sickle cell and lead 
screening as^ counseling* The program is designed to 
enccAjrage p revsntive health care for those Who fnight otherwise 
wait to visit a doctor until a serious illness is apparent* 
There is an outreach conq^nent through which calls are inade to 
infonft eligible persons about the program and to enoous:age 
them to participate* Transportation is provided when 
necessary. In IdSa, l,9$9 individuals were screened in the 
progrsRi* 
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Family glannlnfl 

This ollnlo of£ers « variety of family planning 80rvlces to 
poraons wlahin? to choose tho also of their family and spading 
of their ohildren. FerSOM eliglbXa to participate inolude 
those who im^t inoom re^irei&ant«r have pr^lcoBs of aocessi&9 
other family planning setvices or have the risk of a problem 
pregnancy* The program ie nm on a fee*for-*servioe basis 
t participants pay according to their incms}# hut no one is 
denied servics* th^ prograi? includes pregnancy testing, 
education and counseling on reprcductivs health and the 
provision of contraceptive services* Social worK and 
nutrition counseling are available when needed. A total of 
3^90? patients were soon in the Family Planning Clinic in 1983* 

Xn order to gain an accurate picture of the impact of the 
Faitiily Health Program Model # a systematic program evaluation 
effort was initiated during the fall of 1582. The Michigan 
Department of Public Health contracted with University 
Assooiaee# a private research firm, to conduct the 
evaluation. I'he objective of the evaluation wa?* to assess the 
degree to which the programs wore actually consolidated^ to 
doterT^ine the strengths and weaKnesses of the Family Health 
Project S^odel and to make reocmimenv^itions regarding future 
implementation in other Miohlgan health departments* The 
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Family Health frograiRS of Berrien and Muakegoa Counties were 
c^par&d to the two control oountiea^ Kent and Saginai^. All 
four health departmnta wota consldarad aijnllar aKcept for tha 
Family Health Program which was operational in Berrien aiid 
Muskegon* Seven major areas were addraased in the 
evaluations 1) degree of ii^len^ntatira; 2) omprehenaive** 
ness of health carei 3) quality of health carei 4) 
administrative ease; $) cost efficieneyi 6} staff 
satiafactiom and 7) client satisSaotlon* 

^0 evaluation showed that partial iiople^aentation of the 
Family Health Program model has been achieved. Total adoption 
has been hindered by federal and state re^cuireoents th&t 
conflict with this model* Those implementation components 
that local health departments have the ability to control ha^^ 
been more fully implement^!* 'fhm Family Health Program has 
been found to offer comprehensive health care to the extent 
that it provides more sen^vlcee directed towards thd needs of 
entire families. More gpooifically, greater participation 
across services has occurred* Training of stsiff to work in 
all four programs h^s probably contributed to this happening. 
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Another flE^lng was that duplication of hea^Xth cskZQ Bervicas 
occurs InsB f requtntlyi this had hmQn OM of the primary foaXs 
when the Family Health Program modal waa craated. Fix^lly^ 
tha Family Health Frogrm approach was found to ba :^re cost 
afficient than the categorically nm ptograxna. it vaa found 
to have lower coati per unit of aarvica. 

Advantagaa of the Family Health Program wares 

- ataff became "total Mtlant needs oriente^ ^ « if^roved 

ability to staff olinica in tlfties of personnel 
shortagea duo to aick leave, vacationtf reduced 
staff, ato« 

clienta happier with reduced clinic viaita -* i»e* WIC 
coupon picX-^up during prenatal visita 
" ataff a^^uctjon^ and aavinga of taxpavera dollara 

vera achievod through snore efficient use of 
personnel while ma<^ntalning ^ama caseload* (Inatead 
of f(»ur program eoodinatora \m had juat one,) 

- total patient (integrated) health education waa mote 

effective and natural 

- high achieyyra in old individual categorical program 

now influence other pr ograiPij to be high aohievera 

- coordination of family health referrals with public 

health nursea has been easier to facilitate 
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potential to reduce paporviork on* screening 

tool conaiBtina of basic patient information 

rathar than filling out up to four scroaning tool 

fons» for dif farent programs 
better taoralig in that patiantf ^ neada ara put ahead 

of old fashionad exouaa of '^it** not in m job 

deaeription to do that ^^rkl» 
we balieve that ^^generaliaatlon ** by ataff ia a 

superior avatem to ataff program apecialication 
instead of approaching our Constiissionera with four 

agreements and four rasolutionif, could got Board 

of Health and Cosnmlaaioner approval with one 

agreeiuent and one resolution 
generally, only one program plan needs to be written 

... not four 

staff is ftaooiay;; in their Jobs as variety of work 
craates Interest and replaces rate perfortnance 

mora opportunities for advancement in that a larger 
career ladder has been created 

better coordination now oKists between clinical 
personnel and clerical 
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h list oC obBtaclM %m encountered woret 

Admlaistrative function* v^Nkin«d oategorlcaX* 

runda w#r« accounted for categorically. 

SllgiblXity ra^ulreiEiontJi remained categorical. 

Added work in Imdgeting was required ae a nuitc^ry budget 

needed to be drafted. 
Data reporting remained etrictly categorical, 
tack of unified reporting systea. 

Staff attitudee turf isauee - lack of coordination &xA 
cc^nmunication at Michigan DesHurtxtient of Pxiblio Health* 

Lack of understanding of concept * lack of ccHSi^itaient 
at Michigan Department of Public Health. 

Department of Social Servicee/Hichi^an Department of 
Public Sealth relationship to ftmding. 

From our perepective^ Dr. Taylor was the only advocate for the 
Family Kealtn Project at nichigan l^partit^nt of Public 
Health. He waa transferred to another Bureau in 1185 and 
were abruptly forcM back into the categorical model. Thie 
was dla&ppointlnf to u$ and hard for our staff to accept. 
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1 hava tNien asked to oosm^t «m ous infant mortality x^tm in 
relationship to our sarvieos* Zn th« pac)cftt« t hav« psovidod 
are pdrinat«l and infant mortality itatiatios froa 1919 thru 
1987 and tM papara that idantlflf ^c^lap» wo hav4» 
ttaditionaliy had in providing prenatal cara fpr poor w^&an in 
Serrian County. Wa fool oux pranatal and Family Haalth 
Program aarviooa h&vo oontrilmted to ttia doolina in tho 
mortality data as our elianta hava bean ixm tho at xia)^ 
population. The perinatal rata is mt^ aanaitiva to prena^tal 
cara and you can nota that for itioat yeato Barrion County waa 
bolow the Michioan rate, {tortality rates are generally higher 
for the lov aocioeconcmio portion of the po^latir^n. 
perinatal mortality (deaths ocourring from 20 weeks gestation 
through 7 days after birth) is a measure of thia increased 
risk. The porinatai mortality rate is known to be high in the 
low aooioaooiKaroic group at^ especially for teenage mothors* 
The rates for blaoka are generally double the rate for 
whites. Because our l»N*R. Cinfant S^rtality Rate) was high^ 
we were one of the first four "out state" (Detroit was ono of 
the Irrge urban areas federally funded in the $0*s) to receive 
funding for prexjatal care by the Michigan Legislature in 
1972. 'The largest percentage of our prenatal olients reside 
in th© Benton HiOrbor areat Hany of them minority (80%) and 
adolesconts C3S%). Benton Harbor has beon a depressed area 
for many years sxnce the white flight of the 50 's and early 
70*6. Money magasikia rated Benton Harbor at the bottom of a 
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list of thG 300 norst oitifs to live in l^rlca Id thm 
Sopte«iber l»«ua. Tho Wall Strett Journul hA« featured Bi^&ton 
Harbor* 9 <ldpre86@4 state > Until thm illegitimate rata v/as no 
lon0«r a pubXiahad atatiatior Bantra Harbor* a rata vata ainong 
tfm nighest in tba nation. Wo faal quality baa.\th aarvioea 
ara a must if ii« ara going to oontinua to roduca tha Snf ant 
Mortality in our county and in Niohigan* 

Whdra do stand today? We have a prolifaration of budget 
coiumna with each requiring program plana and reporting 
requiramenta. tha trend aaema to ba for mora reatriotion in 
funding. It la mora difficult to admisiator program 

delivery on tha local levol* 

Since 198S» Kicblgan baa directed new dollara toward providing 
prenatal caro for poor women in an effort to reduce infant 
mortality* Thia paat y«iar» Kediof^id coverage haa been 
extended to 1SS% of poverty for pregnant women. This haa been 
a trernendoua atop forward in providing care for poor woman. 
We ara, howevan concerned that our active caseload of 
pranat&l patients haa gone from 584 to l«309 in the five yeara 
sinco 19S4 while at tha aame time our Family Planning atate 
funding h^a gone frcm I264«S15. to $lS6fli$. This ia a 
backwards step in our program to reduce infant s^rtality* ^The 
state of Hichigan ia taking a $S00^000 family planning cut in 
federal funding and are passing a 9% reduction to all local 
aganeiea* Another factor which may adversely affect the 
Infant mortality rate is that Kedicaid no longer will pay for 
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abort lona in Klohigan. in Berrien County have bean 

tarfTftted as one of fourteen Michigan counties to tcoeiva funds 
to roduco the infant mortality rato» Rowavar^ instead of 
providing for coordinated programing, these funds c^oe with 
apeoifio restriotidis as to their use and acoountability, 
whioh makes it more difficult to for locals to provide 
coordinated family oriented services. 

Bottom line - w need mere f le^cibility on the local level 50 
that we may more effectively and efficiently n^et the health 
care needs of our families » We would welcome the return of 
our Faitdly Soa'th Program. 
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Chairman Miller. Well, you're close. You get a star. 
Ms. Ebeely, Good. 

Chairman Mtller. A rei»rt from the front, so to speak. 
Ms. Rufcicitto. 

STATEMENT OF KATHY RUSCITTO, COUNTY ADMINISTRATOR 
FOR HUMAN SERVICES, ONONDAGA COUNTY, SYRACUSE, NY, 
ACCOMPANIED BY JAMES MILLER, M.D-, COUNTY HEALTH 
COMMISSIONER, ONONDAGA COUNTY; CHAIRMAN, NEW YORK 
STATE HEALTH COMMISSIONERS ASSOCIATION, SYRACUSE, NY 

Ms. Ruscrrro. Thank you, Mr. Chairman. In deference to your 
needing to get to the floor, I will be as brief as possible. I repre- 
sent 

Chairman Miller. I cannot run that fast, so relax here a second. 

Ms. Ruscrrro, Onondaga County, which I represent t<^ay, is lo- 
cated in upstate New York and has a population approaching 
about 475,000 peonle with about 70,000 located in the Qty of Syra- 
cuse. It is not unlike many of the midsize counties, and I'm sure 
are represented by members of this Committee. 

We had a problem in our community that between 1985 and 1987 
the number of infant deaths per 1,000 resident births rose from 
13.7 to 17.8 percent. 

We at that time felt very strongly that we needed to move quick- 
ly. We needed to not wait for any further changes from federal or 
state government in terms of categorical pr<^rams, but we needed 
to do something very quickly on a local level to begin to respond to 
those statistics. 

In 1988 our community began to tackle this problem by develop- 
ing an access to health care committee that is looking at a whole 
number of issues, but particularly focused on the issue of infant 
mortality* 

And we chose to do that by initiating something called a commu- 
nity-based comparison. Literally, we looked across the United 
States for another community with the same demographics as our 
community, but with less than half the infant mortality rate that 
we had. And we found that community. It was Toledo, Ohio. 

At that point in time I sent a team to Toledo to look for a couple 
of days at their entire service structure to see if we could not 
detect some very key differences between the way we delivered 
services and the way they delivered services. 

And we found substantial differences, and they primarily related 
to the coordination and the integration of services. 

From that experience as well as a second visit made by Commis- 
sioner Miller, who is with me today, our Health Commissioner, to 
Hartford, Connecticut, we have developed and are implementing a 
series of recommendations that we feel are going to change the 
rates that I just spoke to you aiK)ut related to infant mortality. 

And let me very briefly describe to you just some of the high- 
lights of those issues. First of all, I have directed all of our human 
service commi^ioners by the close of 1990 to present one consoli- 
dated plan regarding maternal and child health to report to the 
state in a number of different categorical programs. But we will de- 
velop for our community one consolidated plan. 
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Secondly, we are going to work with our state government to try 
to reduce the uupiication of services, as they are currently being 
provided. And that's going to take a whole number of forms and 
frames as we go forward. 

WeVe developing a task force on coordinated human services to 
bring together all the players in the system and make sure every- 
body is talking to everyb^y on a ^r^onthly b^^is, if not a weekly 
basis, and on a formal level. 

The thing that we are doing that we are most excited about is to 
b^in to provide WIC and Medicaid enrollment at free-standing 
ambulatory clinics as well as hospital clinics in our community. 

When we visited Toledo, again, one of the big differences we saw 
is if you look at their hospitals and their clinics, social services 
exist within tho^ clinics. And when a woman walks in the door, 
she receives the full array of services. 

We will this spring be moving into a hospital-based clinic with 
all of our human service programs. And when a woman walks in to 
receive her prenatal care, she will receive those additional social 
service supports as well. 

We are talking with the h(®pitals in our community about ex- 
panding their existing hospital-based and ambulatory care pro- 
grams and ensuring that there are evening and weekend hours 
available to women. 

We are working on the development of a specific mechanism for 
follow-up with at-risk women and children who miss appointments. 
I think you've heard it this morning. I think it's very important 
that we be very, very aggressive with that population, and we 
intend to do so. 

We are working with our community college and our Depart- 
ment of Social Services in developing a pediatric outreach worker 
program. We are going to have a career ladder related to home 
health aid^ in our community with the peak of that ladder being a 
pediatric outreach worker that is going to be offered through our 
community college. 

We are looking very strongly at transportation services. In 
Toledo, we found that there was a very broad authorization for the 
use of Medicaid taxes and the use of the public transportation 
system related to call-a-bus programs to ensure that once a woman 
is identified at high risk, she gets whatever authorization she needs 
to get to those appointments. And it's the broadest possible author- 
ization. And we*re going to make sure that happens. 

We looked at a number of different other areas, but I think the 
one area that encompasses many of the other recommendations re- 
lates to home visits. Again, in Toledo, we found that they were 
very aggressive about getting into the homes of high risk women 
and following them through the first year of their pregnancies. 
And we are working with our public health nursing program to 
ensure that happens. 

We have talked with the businesses in the health community. 
We are looking at the development of a mechanism to provide 
health insurance for pregnant women who are not eligible for Med- 
icaid and for whom no other insurance is available due to economic 
constraints. 
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And* finally, there is going to be very strong involvement with 
our business community looking at doing a very broad public-pri- 
vate partnership in fighting infant mortality in the coming years. 

As Fve said to you, I've spent a lot of time talking about coordi- 
nation and integration of services, what we've seen that has 
worked in other communities, and it's proven by the fact that in 
one particular community, where their infant mortality rate was 
literally half of ours, they have been able to keep that level down 
and make a difference. 

Let me be very clear. In order for tliere to be proper cooitiination 
in our ODmmunity £uid other communities, there has got to be a 
change in the way we offer our human service programs. They 
must be delivered through clinics, schools, and hospitals. They 
cannot be separate free-standing programs. 

We are looking also in our community at bringing together, with 
the state government's help, a number of other projects that will 
help us focus on that population. 

We know that in the short run, some of the changes that we're 
looking at making are going to cost more, but we feel in the long 
run, we have no other choice. 

And I thank you very much for inviting us. 

[Prepared statement of Kathy Ruscitto follows:] 
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Prepass) Statement op Kathbyk R Ruscnro, County ADMiNismATOR pos Human 

SESVICE8, Onondaga Countv» NY 

(toai mdrnlag* tir. c^iJ^^Mmf CmMiraitrnM, thuk ymi' tn xtm 
omostunity tQ ftddnn ymi UU« mMiiiiig* i nut to ju«t a 
aiiiutia «M»ibliqr tqr ecs^suRitsf^ our prtOtln «s»l mr rtapoosM to 
Uiat ^robits tefon MUMring ^^ur «witioiyi. * 

<mon]Ufa ^imty it iMftt^ la &i^tato Hm Vork*. and Hm i^nmiUtioa 

Xt ii ijoth aa ii»M-ciw and rural^coBimiiat?, aai it ia c^turaU? 
dlvaraa. uaiika many ot tfta mukaa^ooisttiaMJtti^^ 

rmraaaat. It* ia^a ooamsilty rlt^:: ln-aoaial.ai^rottit^^^^*"^ 



vat la atjmafUa9 i^th a^majw hMlth ean j^rel^, l^m*^^^U?t 
Batwaao ini and l9S'?,.the ms^r of infaat daatha s»r i.OOO raaldent 



birtlm in cmr UMr«>Cit7 roaa froei 13,7 to 17<t« lo ^ saaa pariod. 
tiia of daatiui i& tita county pay l«00a roaa fros 9.& to uTf . 

withla ^ Uziltad Stataa, lafant mortaU^ variaa ^ rraiw and 
atata. cauaaa of Infant mortaUtf hava baaa tHa aubjaet of 

extanaiva dlacuaalon, but it la tmnaralXy conceded ttat thia 

??^^^^^v iiL*"^4^** ff^' pwmrty and taaa praonanof . rtm 
lin^ga batiman infant mortality and povartv ia Xarcaly teaad «m 
JSSf!* w^L^^^f^^ ^•i^^ additlM ymma matanal aga^aiid taan 
biirt)ii hava aiao teaa UnHad to infant mortautjr* 

In 1911 our ooesmunity tegaa to taoKla tHa iaaua of aeoaaa to haalth 
cara. County ^outiva ^ieholaa ?itto aspointad a Taak roroa 
iiwludiag. hoaoltala, ^yaieiana, nunaa. aoolal aarvica and baaltb 
providara, ai^ inauranea Offiispaalaa to review 1 

• mataraal and ehlld heaitli oara 

* Kadlcald aceaaalbllity 
" ollnlo availability 

- hmalaaa haalth eara larvieaa 

At tha ConmlttaB axajsiaed in da^ a mdtemal and child health c*ra, in 
particular tha infant oortali^ data, it chose to initiate a 
coflsnunity baaed coispariaon. si^ly put^ w» looked acroaa the United 
stataa lor a o^ammlty with aiiBiiar damogra^oa, but with a lower 
Infant mortality rete. At the aame tise with the help of the Hew 
yorJt state Oeoartoant of Health we initiated 5 oaae by oaae review of 
all iafaat deatha for itas^ltaf^ ae well aa proapeoUvely, TOe 
Coiaclttee felt a cenBRxnity baaed ooispariaon would parhapa »ove ua 
alona more quickly and help ua to aee if the probl«& wae atruotur^* 

our teaa apent two daya in Toledo, Ohio Ctuoaa County) and the viait 
waa invaluable, rroai that trip aa well aa a viait to Hertford, 
cennacticttt we have reaohed a number of ccneluaiona. X will 
^^hU|ht only a few thet are currently being iiaplameated in cur 
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lUconnend&tions 

A* Mtttrnal and child health f^u«t becoise t etnttf pi&cm Cor 
eon«olid«te4 pl^ni 

B. FsderftX and Statt fwdrnment should ancouraga anhancad 
ceordUation te raduaa sarvloa dallvary dug lioatiM 

C. Folicjf Initiativaa pladi^f a pslorlt? en matamal ax^ child 
haaltn eiira icuat fren tto hi9h«»t lavala of 
govarsssnt;^ but allsv €or lodaX is^lam&tAtioe 

A« ^vmlQfmnt of a TnH.J'orM fof MQ^rdiaatad Hussan Senrieta. 
Ua^ri^d^ would ha ptwiM tha ^nmiaalonera Health 
and Sooial samea0# ft^ isolttda ^Ue/privata 
rapraaantation. Tha pur^aa of uia ¥aal& foroa would 
inoluda ideatificatimi of neada la tha husum sarvic^ai 
coordiaatioQ of axlatlng aaxvioat, ar^ davalonsant of 
racoeine&dati«!is oonranrning naii aa^ieasf if a^opriatai 

B. Eatabliats&a8t of a daaioaatad staff coordinator to btuw 
continuity of pro^raacRin? which addr^aaaa tha naeda of 
%i;*riak woisea bjA ohildraur m wall aa aooountahility for 
tha rasulta of auoh progransdn?. 

e. BUMttra^eiMsit of tha aiaaaamant of asiating aduoational 

fro^ama for at^riak wot^n And ohildran anft tha 
de^itif ioation of g^pft in ^ ourrieulus, 

Proviaion of WIC iMioaid anrollsant at fraaitai^ng 
an^ulttor? oara oantora asd hoapital clinics in the 
c«9mmit)r through oontraotunl arrmtgsaanta with Onondaga 
County govarnaant* 

E« 2icpaoaion of asti^ting hotpital-baaad a^ ambulatory cara 
pf^rasa ~Tsf~P*ti»t cart and follow-up for at^riak wcacaa 
and children at gt« Joaaph't Hoapital Haalth eantari Crouaa 
Irving Memorial Hoapital » and tha $yraouia C^nemnfty Health 
Cantar, to include additional eduoaticn and aociai 
8arvicca# aa wall aa inorea^ed followup after inpatient 
diaeharga. 

Davfilopmant of a apaeif ic mechaniia for follow-up with 
aftiak woRw MM childfen who miaa ainhulatorv oara center 
or hoapital clinic viaita« Thia iiMhaniam ahould inoluda 
personal contact with ciianta, aa wall aa talephona and 
writtan ecoraunieationa* 

0. Evaluation of the potential for additional evening iervioa 
to at'^riak populatione by freeitandix^ Ambulatory eara 
centara and hoapital cliniea« M aa interims maaaura, 
Onendaga County Health Apartment olinica ahould be 
aohcdtolad during late dey and evening houra« 
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which yLlX ^rovido hsmith ifupvur&nci ioz cbiXdxfta gQS ^hm 
thU c^v*rA9# ^kll Qt!tms%ii$$t not availtibl*. 

I. svAXUAti^ Of currd^ > rftotisM for pmitim of 

tipoutooats for ftt«ri«k ^^3m«ii uul inftntui 
iwfititic4tiea of in altorMtivo f^obdniKd that vouiS Ini 

J. pft^alopsmst of an aM«aKi»fit of ^ roUtioMhip hot^^m 

AQd idcatlflention of potontidl ^^oMh« to thi« ]pr^«B« 

n. eo9»ido»Uoa of tDm n^ontlft^ fc»r t cystsm f^ md^^^moat 
of voeial sad hM.\tb oaro for At^rliOg nwim bsA ohllds«&, 

*' 

L* 2nto9rati£^ of tho fli^iafai e«^miii9 iAfjuat siertalttir 

3ymyM e^Buaaicm for «a&'ri^fM«sitAti^i offMOlAl. 
and tealth AganeiM^ u Mil m 4m notion pUa to uddrMt 
thii i^nmm in OssmimgB Cowtsr 1^ tte tuk fox^ f cur 
coordiaitud Brntm SsrvioM* 

H* st^^ifort for tho ost^onei^ of pK»tls^ t&d fully Ufc 
aduoctiosi pr^is» throufhMt tho mhoolo of (^loi^fi 
Couaty ^ianiiif «t kiadof|Nurt«« ^« effort should 
imslun orofTiRsa ^idh ftddroM gipt io oxiatiim sonrieos 
id^ntifiM i& tho ihort tora ai8«wtmt* 

ii. ssftv^lopiMit Of « oorar^MUUi&\m# O^im^^di wareiMS 
proftts to Ln£&m mt^'tV^ ^^mmn of tl» aotd for prM^tfti^ 
9omtmfl^ imd i^hild ouo Of t2^ aisisti^ tcmcts. 

Sviluatioa of tho fM«i]^iUty for di\r»^opis^ & diU^ 
dolivory IprogtAff for mc torvloof in cmotidaffi cmmt?* 

F« Oovolo»»s)t of ineo9rit^ lmspit«l'*bftMd ^^rog^iuss inoiudii&g 
offeotlvo foUot^'Hns for «t»tuk f^sm §xA ohlldrtn it stt 
^o««Bh'i ^Soipitftl HtftltH iiMtir iad tmivfriity 
HoapltAl*Crou«# Irvia^ K«^riml Hospitftl* 

Q. Siq;»nilon of tho eapaoity of exiitiiigr proorism that provide 
support toA follow-up to •t'-rloX vfosson m ohildrts «uch &m 
Taoa Bihifit and th« tgm ao« t^rvioM ITASh) progr^* 

g* Odviilopmat of A liold oounrolor tr»ifti&g ptc^m to 
provide f^ila^up bosso vieita for et**riik populetioM 
throu^ tKlrtio? providort^ ar vroll m t ctreor leddor for 
homtoikor homo ho*!^ ^ aidoi* 

s. DevolopcNint of x mechAuitm prcvida htelth inrurimoo for 
pregnaot w^noii »^ho ero not oilfUble for {^rdioaid ai^ for 
whom other incurftnee io not iv^lmble due to aeonmio 
constrelnte. 
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f • Jnvelvament oi th« buiinais emasuaity of Onondaga County la 
apeclSio dCiorts €9 A4dr6M the loc&l l^^fftnt mortality 
problem through & publie/privato partnerthlp* 

Thftso racomendations l&rgaly focmt on intogratlon and coordination 
of sarvieas. Thay do not racognise catagoricai funding raguir^nta* 
"Coordination ia a valua. It raoogniaoa tha nacaaaitiea ot 
cantrali£ad controia at v^ll aa deoantrali&atioa in Xooal larvica 
ialivary.** 

Unfortunately^ many of ua are vagua whan va diaouaa coordination, 
lat ma Jba ciaar, our aocial and health aarvioea muat dalivared 
through our oiinioi, aonooXa tmA hoapitala* Categorical programa 
cannot ha olfan^ in aight Xooationa, with ei^t alligation 
procasaea vith multipla raguiri^nta for a poor xoothar with amall 
chiXdran in tow* It ia toe aaay for har to dijmiiaa tha ratum 
appointi»onta with pradiotahla raaulta. 

Raoontly a mot)»r in our ot^igcminity dali^rad har feurth low birth 
\i^ight baby« It resainad in intanaiva oara altar har diaoharga and 
tha infant did not raoalTa any viaitora. Whan oonfrontad by a 
raportar about har lack of o<moarn aha raapoi^ad that aha did not 
faal ^11, had no child cara fM tha othar thraa ohildran, ai^ omild 
not handle two ehangaa on srnbUc transportation with infanta. 
S^aehow wa muat arranga our aorviooa ao tiiat wa can raaoh that 
mothor* 

Cnondiga County go^rnmant and a local hoapital ara moving in 
togathar* wa will ba aaldng our stata for halp in many aroaa^ and ba 
looking at how to baat ifiq^aot tha woman wa ancountar* Hill it coat 
inoro? Parhapa, in tha short run, ^t long tarm tha coat aavinga ara 
incalculabla. for our cwnmunity wa hava n<3 other choice. 

^Ehank you. 
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ij^tagration at the frogransnatio taval*^i Parruosi, Dannlai 1977 

4) "State of tha Child in H»V.S."i H.y.S. Council on Children and 
ramiliaai %m 

5) '^Prenatal, Delivery and Infant Cara yndar Medicaid in Three 
Statea^i Howell, ainbry and 8rown, Oretcheni Health Care rinancinc 
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6) Bracht, KCs The Tragedy of infant Mortality, tTura| t ncr Outlook 
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Xsif tat tItOTCAUfif itt :ftMd^ Cduacy 



Fmiitat, ir»ir fork iUM AMMlAtioa of Couaer ^•^tt oitUUXm 
^ti^t I4« If 



Tbft ki^ f ta^Us^ £ro» m etimist of iafai^€ MrttXitf lo Ooo^Af* Couacf 

mill ttomX TMi«H»H-rt«r f IoeciuUoo«» 

* Tb« risk el sortoUtf eo ififiQto bon ia fit^ Citr of 9n««^ 
coQtifftftsdy tfoa^o tkft« OttMUo tbc e£€r> 

* tttfm »»ruiity for hUtkm Is fr^wttio ooi 1^ toeiro Coimty If trntxlr 
fi *f^ tiMt of vkiM iBfooto OdMk cAtio • S*i)« 

* Ctottmtf to MtfSf tU Mttotti mU itoN t«iai«f blAck It^o&f «ofioUty 
«^^M^f to k« ^ g fmttea om tkU f«no4« 

* Kiisk of thA ctfitat l&croftM im lU^ «ort«Utr BfPMM Ko U cottcMwemo^ lo 
tht poot-otiM a ^riod (t to I rwwf>, Dtfrtm - ifW. t&i rl»k 
of ftoooftsol sartoU^ m ttoot dotMo fttiot of tk§ 90«t<-m(»oSftX Ft«^» f^ 
!i0^ roeso, M it eonoalgp fo^ io ttoto oM ootiottl ttotlt^o. fine* 
this, ^Mmt, oWtot hovt mMsuii «t thot l^rolg vhomo rMt-«»imotU 
hUdL mtulUsf bif rUto lo tktt tt «m ttwU fti«»tol •crtolity* 

* toraomtivi foftA Oft euitt of urm wmUtr fot l»ft eitltf.^ioQlBiist 
1^ Totk C^r. lootoft, ^ttoit lai niUio};^ Ub tumlf Hwm 
ftvoil^Oo fot im <toU fwu. U emmU^ i» i^Mt oitfot » ^teoto 
M M^tt kiook iofo&i mrtoUtsr of oU. Items Sfrtta#« tA»kt tUcd 
fgoolSt Tflwg im iftitA teftat i^mUi^^ ttio rl^ ratio of rtlAtit^o 
to vbittinQM lo tbo vorot of tH$% tititf* 

* ei3i»triflOft with Satotottio&ol fifitrtt ot« «2m atortXiog. 4 %Utk ohi^ 
boro in iftm^$9 it Xttt UkOr t9 twiw to ooo ffor of tfo tlitt t 
bon itt Jmitt tr CMtt iia. 

* At this iuottm* ekt rtttt^ f«r tU tUvottd kU^ toftot aortiUfif $f 
ftot «X«*r. fovtAisift toM ef tht pte^lm U tttoeiAttd vitb i»#otSft 
ovMWKti fHlt o^t i4t of it?t kUekt ^ir^ oro to tituitt not^rt to 
our Ccsttoty, 24X of toot<^iORatti kUtk oortotitr oeooto vitk e«to«f« 
soebartt Tbtt» lai tte ftot tlttt tko ratio of nMitttXt ^t«^ttfft«tol 
oortUity U UMf tkm^ lo ^Xtok stt&ti« votktro Ctil rttit, rtrttj* tYi« 
•ttrtotyvieti 2tl rttlo) t«|itoti ttwt bUek tttnofo rr^ttuocitt thttoW U t 
Hjor fo«vt ot prtvitttito tlfortf » 

< tiltlaffio of stMot tftot'*U^ dittt ro^oit4 tluit Im kirtk 0^$ 
Uuf90 mtittl otft itf fiMttitffil^ oitt ^ frfmr ttmiottt of 
difltrtttito it 2X1 ottM Giotlm ^^Mfttjr i«io^ t«tott« Cm^trio^ of 
kUtk m4 vUm itffttto uOt^ Virtk otrtifi«Ato li«o isf iettt »ifit oo 
-foriitt %UA UOmfM Oft tt »$«tifiAtotlr goottof ritk of Utt 
tottoi etrtt tot frt«t»ritr thn mni thvir vbico otttttoiryort«» 
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Chairman Miller. Thank you very much, all of you, for your tes- 
timony. Again, I guess we ^t back to where we were with the pre- 
vious panel, and that is that a number of different individuals 
coming from different directions have arrived at the same conclu- 
sion: there is a way to spend monev within this system that makes 
sense, and there is a way to spend money within the system that 
doesn't seem to make a great deal of ^nse. 

Some of how you spend it, I recognize, is mandated either by us 
or the state or local entitle. 

But let me start with you, Dr. Burton. In theory, when you get all 
done with your projK)sal, youVe got to be accountable to a Board of 
Directors who say, '*We're still in a profit-making business." You 
are here to make a profit. 

And so you had to weigh this on a very strict cost-benefit ratio. 
We can talk abont that in the atetract, and I honestly believe it. 
And I think Tve s^n it proven enough times over and over and 
over in different communities. 

But you have, I assume, very strict guidelines. You're not a be- 
nevolent society. You care about your workforce. You care about 
keeping down these costs. 

And, again, those policy considerations and fiscal considerations 
seem to mei^e at this point. 

Dr. BuBTON. That's correct. 

Chairman Miller. What did people say when you .started on this 
effort? Did they believe that it would work or were they just out- 
raged about the cost of medical care? 

We hear more and more employers just about ready to pull their 
hair out on this one. 

Dr. Burton, Well, they are concerned about, and we were con- 
cerned and continue to be concerned about, the cost of medical 
care. 

But also we can look at strategies, and we look at return on in- 
vestment. And if you look at return on investment for a prenatal 
pn^am, youVe heard a four to one return on investment for the 
federal government, $2 billion in costs, a possible investment of 
1500 million to decrease that cost or to alleviate that cost. 

In each c f our preventive health programs, our wellness health 
programs, we look at return on investment. And we huve a good 
track record over the past eight years of meeting or exceeding a 
return on investment. 

I think the literature is clear in the prenatal health care area 
that you can achieve those results. 

Chairman Millek. Let me ask Dr. Eberly and Ms, RuBcitto. Both 
of you ^'escribed your efforts at the local level to end duplication 
and conflicting goals and problems. And you decided to try it by 
consolidation. 

And I think, essentially, Ms. Eberly, you did the same thing, 
1Mb. Eberly. Right. 

Chairman Miller, You tried to consolidate this. But you said 
very specifically at the end of it, you had to break out all these 
costs for categorical purposes, 

Ms. Eberly. That's right. 

Chairman Miller. You had to attribute costs in one category to 
another to continue to receive your funding at your level 
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Ms. Ebehly. That's right. 

Chairman Miller [continuing]. So you could apply it where you 
wanted. 

Ms. Eberly. At the time I could devote all of my time to the pro- 
gram. We had an administrator, who was lai^ely responsible for 
the budget. She retired three yeai^ ago and hasn't b^n replaced. 

So I now have 23 budget columns as well as the programs and 
plans to go with those. So I can appreciate her frustration in our 
experiment. 

But we truly did have one plan. I only wrote one plan a year^ 
and w<^ did have the cwrdinated staffing. And by the staff knowing 
the other programs— and, obviously, with a pregnant woman, it s 
important to get WIC. 

It's imrjrtant to then go into some kind of family planning so 
that you don't have repeat pregnancies, certainly in nigh risk situ- 
ations. 

And also many of these clients were Medicaid recipients and 
were eligible for the j^riodic screening and EPSDT. So we truly did 
do a gocNd service for our clients. 

Chairman Millek. Let me just stop you there for a second. 

Ms. Ruscitto, the same problem with you? 

Ms, Rui^iTTO. We're expecting we're going to have to still contin- 
ue to report to the state sources in separate reporting systems, but 
we're going to ignore that at this point in time. 

We just think we have no other choice other than to try to pull 
those programs together and run parallel systems, do what we 
have to do on a local level and report to the state what they need. 

We're beginning to hear, though, I think, a little bit of a change 
in the environment at the state level Fve had a number of people, 
including a representative of the Gov€*mor^s Office, say to me, 
"Lookit, we've got to do business differently. Come to us vrith a 
model. Let us put together the waivers for you. And let's see how 
we can make it work." 

So our hope is that we're going to find some friends at other 
levels that are going to make this thing happen within our particu- 
lar community. 

Chairman Miller. Well, in fact, what you're describing, I think, 
and what Dr. Burton is describing is a patient-based system or a 
client-based system, 

Ms. Eberly. What we ran into, you see, is the state and, 1 
assume, the federal government Certr^i*^ly, when you have the 
funding for these programs coming from Welfare and from Agricul- 
ture, as well as Health, when you're organic that way at the 
state and federal levels, you don't recogni^ the other programs. 
You don't see the whole human being or the family. All you see is 
your program and what you want or the data you want. 

Chairman Miller. And you're not going to get an argument from 
me on that. One of our concerns, though, has been that essentially 
most programs here— and we just went through a decade where 
the President was always sending us block grant profKBals. He was 
going to block grant everything. 

But we always found out that somehow in the transition from 
categorical to block grant, there was always a fee. And usually 
somewhere between 25 and 40 percent of the money disappeared in 
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that process. And the theory was that there was 25 to 40 j^rcent 
efficiency. 

My problem, and I think a lot of ether members of Congress' 
problem, was that they didn't recognize that there was also an 
unmet caseload. And so rather than taking the money away from 
those programs, that money could have been plowed back in to ex- 
panding the caseload on a more efTicient basis. But somehow that 
was never pull^ toother. 

I think you're quite correct. We're seeing rumblings now^ where 
either governments are coming in and asking for waivers so that 
they can develop the kmds of programs that both of you have 
talked about, and/or Iccal entities are essentially doing what 
you're doing, saying 'I'll worry about the bureaucratic tail on this 
prt^am later. Right now we're going to develop a program on a 
consolidated basis that meets the needs of the clients. ' 

So I suspect that we're getting ready to make a shift here in one 
fashion or another, but I don't think the Congress will ever move 
toward block grants as long as there continues to be this huge ex- 
traction of funds in the process. Nobody believes that weVe meet- 
ing the current need this morning, but at the same time recogniz- 
ing, certainly, that that's the direction we probably should go in 
terms of simplif5ang the life of the patient, the client, and you. 

So I think, you know, one of the things we hope to be able to 
take from this Committee as a demonstration to the committees of 
jurisdiction that write these laws is that there is another way to 
approach this. 

And weVe got to start operating on some good faith in terms of 
people's ability to meld money for the benefit of the clients in the 
system. And that's why you're here today. 

Dr. Niles and Dr. Howse, let me ask you somethi^ You heard 
this morning the goal of reaching^ I think it was, 7 deaths per 1,000 
births by the year 2000 as the national goal. 

My concern is, as I look at these figures — and there's a reason I 
have not gone into this in depth in that we hhV} had rther hear- 
ings on that. 

But, it's sort of like the World Series dur ig the war years. 
There^s an asterisk by those yeai^ becauf::^ certain ,.\e' ^-rs weren't 
available or there's probably one here for earthntTa^ 

And **^e're going to start having an asterisk lu , and we're 
goir^g to talk about the drug years. The notion tliaf I we couldn't 
meet the 1990 goal of the Surgeon General, th^* :i that we're 
going to meet and exceed that goal for the year 200{*. given the 
overlay of drugs that we've seen since, epsentially, 1983 and 1984, 
are we talking reality here? 

I mean, if we continue on the same course, if you lay down drugs 
on top c f this scene that we see in the District or anywhere else, is 
it concei vable? 

Ms. HowsE. ril let Dr. Niles comment on the drug problem be- 
cause I think he sees it firsthand every day. 

But I think, quite frankly, that we're not going to make a dent in 
saving these 10,000 babies that have been talked about this morn- 
ing until we're ready to go full bore in three ways. 

Number one, we've got to beef up health education and do some 
changing of maternal and paternal behaviors eax iy on. That has to 
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do with, you know, don't smoke, don't drink, don^t do drugs during 
pregnancy, and increasing the likelihood that women are going to 
seek prenatal care early. 

Secondly, we've got to target the high risk popuhitions. There are 
pockets of low birth weight and infant mortality in any community 
you visit in the country. 

We've got to target those high risk areas and make sure that 
those women's prenatal and delivery costs are covered in some 
fashion. 

And, secondly, weVe got to case manage. And there have been a 
whole bunch of different ways that have been talked about. WeVe 
got to case manage those high risk pregnancies to reduce the likeii- 
hood of infant mortality and low birth weight as the outcomes. 

Thirdly, we*ve got to make prenatal care more user friendly. 
Sarah Brown commented, I thought very clearly, about the per- 
spective of the Institute Medicine, which is you can get women 
all dressed up and ready to go to the clinic. And if the clinic is not 
ready for them, the barriei-s haven't been reduced, they're not 
going to come back again. And you've lost the battle right there. 

So I think those three points all need to be converged upon in 
order to really make a serious dent in the problem. The drug issue 
is clearly important, and Vm sure Dr. Niles can comment on that 
one. 

Dr. Niles. To answer your question, no, I don't think that the 
Surgeon General's guidelines will be met. I think that some of the 
things that have already been raised are very key. It s extremely 
difficult 

And I see in the District of Columbia, and Til be honest with 
you, the level of frustration as to what exactly to do. 

I think that what we have done, we have identified those census 
tracks in the District where the high rates of infant deaths are oc- 
curring. 

We do need managed care programs. We do need the ''Better 
Babies'' projects, Resource Mothers in South Carolina, those types 
of programs. They employ people who would not otherwise be em- 
ployable. So it's an advanuige on both ends to get to these women 
to help them to get into care. 

But it becomes an attitudinal thing. And I don't know how much 
education we can provide in some people s circumstances, the de- 
spair thaw's there that they use drugs. 

They know they should not use drugs. They will sit in the office 
and cry and say, didn't mean to do it. Tm sorry, I won't do it 
again/ You test the urine two office visits later, and theyVe posi- 
tive for cocaine .-igain. 

How we address that attitudinal situation, that behavioral prob- 
lem, whether it's jobs, whether it s economic change, I don't know 
the answer. 

And I know there are middle class women who use drugs as well, 
so it not just the poor women who are using drugs. 

Chairman Miller. There is, I think, a fair amount of evidence, 
whether it's dealing with infant mortality or it's dealing with liter- 
acy or it's dealing with job training, education in a broad sense, 
that it's very difficult, and may be merging on the impossible, to 
pluck a person out of their environment for one doctor's visit or 
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one hour of training or two hours of education or even a full day 
for a young child and put them back in that environment and be- 
lieve that you're going to have any lasting impact. We're talking 
about some systemic problems within the community, that if they 
aren't addressed on a comprehensive b^is, simply er(Kle the 
pn^re^ you can make with your 30 office visits in a year or 10 
minutes in an office visit. 

Dr. NiLiS. It's a Band-Aid. There are a number of them. But 
there is a deeper ^ietal situation that has to addressed. 

Why do the women who have repeated pregnancy losses continue 
to have repeated pregnancy ic^s^? One of the risk factors, of 
course, is a previous Ic^. And they continue to have children. 

Dr. Davidson mentioned about family planning. Why don't they 
come in for care? They say they won't take the pills because they 
make them sick, but that's not the reason. 

Thev don't want to take the pill bwause the significant other 
doesn t want them to take birth control. Why doesn't he want them 
to take birth control? Because this proves his manhood by getting 
this woman pregnant. 

There are so many d^p issues that are extremely difficult And 
all I think we can do is to try to hold on. And, as I said, in the 
District our rate was sort of steady, but with the drug thing, it's 
really gotten out of hand. 

But we've got to continue to work at it. I think the managed care 

{>rograms, the outreach efforts to try to get women in are extreme- 
y important. 

Now, as I mentioned before, 50 percent of the deaths occur in 
babies under two pounds. And this has been our study, and I think 
it's been demonstrated nationally. 

And we^ve got to get to thc^ situations to get those women into 
care to try to prevent those babies from losing those babies early, 
but preventing those women from getting pregnant again. 

Now, I know the gentleman mention^ the i^ue about someone 
raised about they should be sterilized. I don't think that's the 
answer, but I think there has to be something done to prevent 
these women from getting pregnant 

And whether it's attitudmal changes, whether we need to get the 
behavioral psychologists in here to try to help us address these 
issues because the gentleman mentioned throwing $500 million at 
the program again is not going to change, then people get refracto- 

ry^ 

Then even the good programs that are helping, holding us on, be- 
cause it would skyrocket if we didn't have programs, those would 
be the ones withdrawn because, say, hey, look, this thing is not 
working; the rate is not going down. 

But also the rate is not going up as high or as fast if these pro- 
grams were not in place. 

Chairman Miller, My view of political history is that we have 
gone through that phase. We went through that phase in 1981 
when we decided that nothing worked and, therefore, we threw ev- 
erything out. 

And what the l^lect Committee has been about to some extent I 
think, with a great deal of success, is v/orking our way back 
through that process to look at programs that, in fact, did work- 
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We identified a set of programs where g<K>d economics, good budg- 
etary iKjlicy, and social policy mei^ed. 

We've identified a number of thc^. One of those has obviously 
been a number of pn^ams around maternal and child health and 
prenatal care. 

The reason you were picked as witnesses is because, again, my 
sen^ of political history tells me that we are very rapidly acceler- 
ating toward agreement about the need, the urgency, and the ne- 
c^ity to deal with the problems of prenatal care, and the care of 
children, let's say, up to six yeai^ of age. 

On a bipartisan basis, the Administration, Congress, we now rec- 
ognize it. It's been drilled into us enough that we accept the testi- 
mony. We accept the evidence. 

The question will be whether we will be able to have a road map 
to lead us through how to do that the best way we can. 

And that's really what this hearing has h^en about—to look at 
some ^ocal efforts, to look at those problems, and then to turn 
around to our colleagues on the legislative committees and say to 
them that before we now ask policy-makers to put in additional 
dollars, and there's agreement we should put in additional dollars, 
weVe got to devise a system that is better than it is today, for 
those of you who are delivering care at the Iwal level. 

And» as we found out this morning, that's a wide range of prob- 
lems, but some of them aren't terribly difficult should we decide 
that we want to address them. 

The federal government can affect the outcome of some of those 
policies in terms of the efficiencies of the dollars and the coordina- 
tion and the consolidation of these efforts and make it client-direct- 
ed. 

Whether we can erase all the environmental concerns in one fell 
swoop around this issue of prenatal care, I don't think we can. 

But we've got to recognise them and maybe intensify the effort 
with respect to those clients in those areas and recognize that 
they're going to be much more difficult to get engaged in this serv- 
ice than will other people who don't suffer all of those other envi- 
ronmental problems. 

But I really think we're at a point where the politics are almost 
nonexistent in terms of recognising the need. 

Six, seven, eight years ago a lot of people said this really wasn't 
a problem. I think everybody now recognizes it's an extraction of 
the deficit. 

Its call on dollars from this government and the public sector 
and the private sector are huge. And something needs to be done. 

And 1 just want to thank you all very much for your time and 
your testimony. One of the functions of this committee is t^ take 
these findings and this testimony. 

And everybody here is on a committee of jurisdiction that will 
legislate in these fields and see whether we can put it together. 

And so far the evidence has been that in both the Ways and 
Means Committee and the Commerce Committee, dealing with 
Medicare and Medicaid, we've been able to join Republicans and 
Democrats around these issues. 

i .9 7 
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But, obviously, some refinement has to take place so that we can 
increase the confidence of members as they vote for those addition- 
al dollars. 

This has been very, very helpful to us in thai quest, and I want 
to thank you very much for your time and your testimony. 

With that, the Committee will stand adjourned. 

Let me say that Congressman Walsh wanted to be here until the 
vote, but he s on the floor. And he asked if he might submit some 
questions for the record. 

&) we may be forwarding to you some written questions and ask 
you if you might respond. It would help us out. 

Thank you. 

[Whereupon, at 12:47 p.m., the Committee was adjourned.] 
[Material submitted for inclusion m the record follows:] 
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tn«?«9f»$ Kftir)«P«>«* intM»uift 



November 5.5, 1909 m»ff<^u«^^ 



Ezra navid&on, Jr. ^ M.S. 

King-Drew Medical Center 
1202X South ViI»lngton Avenue 
tOB ^ngelc», California 90059 

Dear Dr. Davidson: 

I want to Gxpresa wy per{?onal appreciation to you for appearing 
toofor0 th« S0l#ct COMnittcA on cmiiaron, Youtli, artd FaBilias at our 
hearing, »Carii^ for n&t Rotors: Pressing Profeioms, tieir 
Solutisms," on Octc*»er 24, 1989, tour testimony ^mB, iode^, 
important to (^ir work. 

The Cos^ittesfj is nov in th» proc«sa of pr^nmring the tranocript ft>r 
printing. It tfould be h«lpful if you woaliS qo over tike enclo««d 
copy of your rft»arft« to msuta that th^ mrm «ccur«t«, and r^tttrs 
the transcript to us by Hov^tisi^ a2 vlth any »*c«Mary correctitrnv^ 

In a^ition, Kepreacmtdtiv* 7fM»MK J. Bliley, Jr., feas racsufistc^ 
that you roepond in variting to tha foiXoving ^ucisti^is so t^t th^ 
asy bft included in tho hoarir^ record: 

1- on the very fir«t page of your tf^tii^^^ you malce a very 
critical point: "Expanding Redicaid mlone, addi^ kKSMi 
visiting alona« incr^msing raijgtmrs€!M;m alona, notliix^ aloiw 
vill solve tlta )^robl^ni« Tbere xust. be »a^, fundaMataZ- 
change in the t#ay» i#o finance and deliver oai^ f<^ Ic^incom 
woBftn«* You also srtate on page i that porogrm ad»inifitratio«» 
noodc to be »usor frlemlly* and that *c«M»tinuing to 
incrementally expand eligibility and cover aga, even with 
increa^ raiKhurs^nent , is clearly not enough* l^ld you 
support the consolidation of oatege^^l prograiHi ^ich serve 
woRon in order to ensure that ptoqremm are properly planned 
and coordinated? 

2. The most important ites that i*e found in our survey is that 
most of the |mhlicly mip{^ted watemai health agencies do not 
provide pren&tal care, should ve place Bore of an «K>haoja 
on funding only those jMroviden^ ifhic^ offer prenatal care? 
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Let ffi© again cocprcss ay thanks, and that of tfio other tneaberf^ 
the Coiasittce for your participation. 




Chairman 

Select Cotmsittee on Children , 
Youth, and Families 



Enclosure 
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(*x)llegc()F 



ObstctncKins and ' > " 



neccmbcr 13, J9SV 



The Honorable George Miller 
Chairman, Select Cojnmittee on 
Children, Youth, end Families 
UJ^. House of Representatives 
3S5 House Ollice ftuilding Annex 2 
M'ashington, DC 20515 

Dear Mr. MiUers 



1 was pleased to be ini^ited to appear and testify before the Select Committee 
on Children, Youth, and Families at the hearing, "Caring lor New Jviothersi Pressinc 
Problems, New Solutions,** on October 2^*, 

1 am forwarding, as requested, answers to She two questions of 
Representative Thomas 3. Bliley, 3r, for hearing record as stated in your letter 
of November 13, 19S^. 

K Yes, I would support the consolidation of programs which serve women in 
order to ensure that they are properly planned and coordinated, I would 
want to be assured, however, that the comprehensive range of services 
would he mandated, especially family planning services, and that access 
would be simple and straightforward from both an administrative and 
location point of view, 

2. Yes, I think you shoiild place more emphasis on funding publicly supported 
m^xternai health agencies that prosfidc prenatai care. 1 would emphasise 
that the care should be ^iven according to standards provided by ACOC or 
thn PHS expert panel on the content of prenatal care. 



Sincerely, 




ECDifmw 



m 



ViM. ^m^t of ilrprrf^enfattbed 

W^tN&TOIt DC 305 ^fi 



ThQ HonorablD Jsiboq O. Karoo, M,D, 
As»ist3nt Secretary » Public Health r^orvice 
Departiaent of Health and Human services 
?0D Independence Avenuo, Roo© 716-G 

WaBhingtoTi, E>C 20201 

Doflr Dr. MaBon: 

I want tJ> express my porsonal appreci^stion to you for .ipp£?.irinq 
Jtiofor© the ScJpct Committee Childri>n, Youth, and Families at our 
hodringr **Caring for Hew Mothers: Pressing Problems, Now 
Solutions, on October 24, 1989. Vour testiraony was, indisod, 
ip^portant to our work. 

The Committoe Is now in the process of preparing the transcript for 
printing. It would be helpful if you would 90 over tho pnrrlosed 
copy of your reia^rks to assure that they ore accurate, and return 
the tranocript to uo by HoveatKir 22 with any necessary corrections. 

In addition, Reprosontative thosae J, Bliley, Jr. and 1 arti 
request ing that you respond in writing to thp foUowing questions 
00 that thoy say be included in the hearing record: 

1. To what extent in the fragseinted service system itBelf to 
blame as a barrior to comprahenfiive services? 

2. Would you support administrativo consolidatipn of categorical 
programfi if the atates and local governmsnts isrould agree to 
deliver all nacoBsary services iii an integrated systes? 

3. Ac a former state health director, do you think the statea are 
capablo of seeting their ad^inifstrative responsibilities 
without all of tho federal oversight that qoes with 
categorical programs? 

4. Drug abuDO among prognant wom^n appears to threaten the 
progresB wo have siado in reducing tho infant liiortality rate. 
Could you provide us with a breakdown of the prograss which 
are being funded spocifically target pregnant wojaen in drug 
abuse prevention and treatment? 
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The Msilnlstration's Plan to Re duce infant Hortialitv 

Wc ishar© your deep concern for children and your coaaitreGnt to 
roducing infant mortality and we otand ready to Assist you in your 
efforts. During the President ial caispaign, the President ?Qade 
pronises to i»prove the health of the nation's children and to 
reduce infant mortality, sp^cificallyi 

1) mandatory Kc^dicaid coverage for all children with family 
incoisos below 100% of poverty; 

♦ * 2 J pha8t»d-in affordable coverage for pregnant woiaen and 

infante up to 165% of poverty and to oldor children 
throucih a subsidised prcisiuis or a Medicaid **wrap^ar<^und" 
to o^jployf-r coverage for dcpendentfe; 

3) expanded RcK Block Grant to provide extensive health 
education and information about r^edicaid and 
av& liability of comaiunity prenatal nervices directed to 
pregnant women and case eanagesent for high-riiik 
pregnane lee I 

• ♦ 4) »»Sufficient« funding for wic. 

To date, the President has supported an expansion of Medicaid to 
pregnant women and infants in faiaiiies up to 130% of poverty. 

1. What is the President's plan is to itsprove child health and 
reduce infant mortality? Is there a plan to impleisent any of 
the above strategiea proisised during the campaign? 

2. We are in a cri£5is situation. The low tolrthweight rate 
actually increased in 1987, infant mortality ia rising in 
major cities, and substance eibuse is making an ready 
difficult situation worae. I understand there is stii: roore 
we have to learn ^ but as you testified we have the knov1»?dge 
currently to save 10,000 of the 40,000 infante who die each 
yaar, Whac are ths Adsiinistration's immediate plans to deal 
with these crises? How soon will they be imploinfinted? 

3. I understand the President announced the formdtion of a 
Presidential *rask Force on infant Mortality last sviaser. what 
has the Task Fore© accomplished so far? What aie the Task 
Forca*s recomsi^ndations to the President? When does he plan 
to iispleTsent the»? 

Several prestigious panelSi including the Institute of 
KedicinQ, have studied and documented the barriers — 
financial and otherwise — to early prenatal care* There is 
no longer any difiputo as to the eignif icanr** of these 
barriers. Each year^ there are still over 1 million vcaen who 
receive inadoquatis cire and this has not changed over the laBt 
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S years. What are the Administration's plans to overcoist* the 
barriers that prevent no fsany woj&on froa gfttting care and when 
will thoy bo ItaplGEsentcKS? 



Surgeon ac ttornl's CcK^ls Iqx the Yaar^J^gg 

ht this point in tiise, given the dramatic slowdown in the 
it^tproveiBont of the infant mortality rate during this dec^^d^^f ve 
have no hope of roachlncf the Surgeon General*© goals for reducin<j 
infant Ciortallty by 1990. 

1. Vlhon will your agency have a plan to roach the Surgeon 
General *s now goal© to reduce infant sortoi ity and issprovG 
child health for tho Year 2000? What do you expect the plan 
to includo? 

2, Aro you prepared to make cosssitiasnts to reach thone goals by 
the boq inning of tho new century? 



fi^ nj^ni stratipn*n Stand on Kedicaid Bxpajnnlonn 

1* ima* is the Adainistration'o position on tho legislation 
pondln9 In tho House Budget Reconciliation bill right nov that 
would phase^'in Jie^nji atPd Kedicaid oKpansions to pregnant women 
and infanto w^ho live in faailloa earning up to 185% of 
poverty? 

2. If tho Administration is now oppoacd to istoro mandatcCf aro 
you prepared to isake cosasitesontB to support serious incontivos 
to otatos that havf? not yot, and probably won*t, pick up the 
current options to oKtAsnd Hodicaid? If yos, what typo of 
incontiveo^ 



G rant expRnoion 

I understand you havo a long-standing interest in the concept 
of "one-stop shopping,*' 

1. Can you elaborate on what you mean by "one-stop shopping?** 
What offorts io your agency engaged in to encourage such 
services? 

2. What arc you doing nov to enhance interagency cooperation and 
coordinavion between Medicaid* ►CH, »IC and other relevant 
agencisB at thu Federal Level? How do you plan to encourage 
and ioprove coordination fit tho otate and local level? What 
ic tho federal role? 



199 



3. Have you ever consldGred reintroducing support for the very 
offective, ••one-stop shoi^in^** Maternal and Infant Care 
ClinicG (HIC»a) Which were aore prevalent before the block 
grant took effect in 1981? Ifhy cr why not? 

As you kncm, th^re Is also legislation pendimgr that would increa^^ 
the Katernal and Child Health BlocSc Grant's authorisation X?y $loo 
taillion and us© Btme of these funds for an infant ©ortality 
initiative, incluv. funds to initiate Eore *»one-stop shopping" 
©ervicea* 

1, Does the Administration support thio legislation? Why or why 
not? 



Given the current crisis in the shortage of obstetricians willing 
or able to provide prenatal care and delivery services to low- 
incoao women, what does the AdT3inistration plan to do to both 
improve private physician participation and escp^nd and strengthen 
the public health infrastructure in this country so that services 
are available to everyone who r is them? When do you plan to do 
this? 



Family Planning 

A significant finding of the Expert Panel on the Content of 
Prenatal Caro was that preconceptional services, such as faiaijy 
planning, should be considered in any strategy to irsprove infant 
health. 

1* What are you going to do to improve access to family planning 
services within your agency, especially for ths hardest to 
reach groups? 

2. Given your coiJUBitaent to iiriproving integration of maternal 
and child health services, and this ssajor finding of the 
Expert Panel, how would you asBure follow-up services for 
reproductive health care after a wofnan gives birth, especially 
if she loses her Medicaid coverage soon after the birth of her 
child? What will you do to males sure she can still qpt 
services? How win one-stop shopping help her if she doesr. 't 
have any way to pay for ^ervicts? 



Substance Abuse 

Substonca abuse is contributing to an already chaotic system of 
health care delivery for pregnant wo^n, especially in large urban 
Settings, and seriously affecting the health of newborns* 
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Congress appropriated money in the clrug bill to the Alcohol Drug 
Abuf3& and Hental Health Ads»inlstration to prevent and treat 
subatanco abu&o asong pregnant women. 

1. Given the important role jaaternai and child health must piay, 
and your agency's expertise in serving pregnant wofsen, how and 
vhen do you plan to coordinate with ADAKKA to ispleiaent these 
progratas? 

tet ©a again e)cpre&s my thanks, and that of the other jaembers of 
the Coffijaittee for your participation* 

Sincecfil^, 



Ctt5tJ(SE MILLER 
ChairBsn 

Select Comroittee on Children, 
Youth, and fan i lies 

Enclosure 
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Response to Qubsttons Posed by Congrk&$man Thomas J. Bui^y, Jr. 

Q» "So wfmt ttjctrnt is thB frugmmfd mmrwicm vyvtm ItMlf 
hUmm as m hmxximx to co«iir«hmsiv« swvicM? 

A. rhm eoipln and fra^santad naton of tha Iwalth syatasi caa 
posa a barriar to iiragnaat msan, who aay not teoir tiM sarv^icM 
for idiieh tliay are aligibla a^ tow to ateat oMalning tiMm* 
Tor rhat raaaon, as I xiotact in w taatlvonj, «pa taem looltinfi hud 
a^ oni^stop sto^jU^ projects iihlc^ to c^loeata Health ami 
social sarricM a&d alXov a ifopaa to MtakUsh aUgibility for 
Hadicald ami athar sarvicas at tkm saea tiaa a^ at tha sms 
location alia is recaiving haalth cars. 
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Q. itotild you Sttpport a<feilal3taratl\^ G^onsolidaticm of categorical 
psograaui i£ states and local goTOrai&&nt0 iiould agrae to deliver 
all ii»cesaary servicM in an integrated setting? 

A. Ka think It ia helpful «^en all needed eervlcea are available 
in one location* l^irough cme^atc^ shoeing projacta, wo hope to 
desionatrate that «isting prograoa can be made €iaaiar and cmre 
convenient to use. ThBse prolecta would co- locate health and 
Bocial eervices at a single site. 
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g« As a focsar «t«to health director, do you think the states 
are capable of woeting their atoinistrativo responsibilities 
irithout all of the federal oversight that goes with categorical 
prc^rajns? 

A* Having worked both as director of the Utah DepartMnt of 
Health and at the Federal level as director of the Centers for 
Disease Control, a PBS agency that as yoti know tiorks closely with 
the State health Departments, I can see benefiti^ to both 
approaches. I think there might be an ai^roach that allc^ 
states the freed^sa to sake their own resource allocation 
decisions while giving th^ the benefit of technical assistance 
from the Federal Govema^t. Certainly as the Assistant 
Secretary for Health, I have co2^ to aj^reciate the necessity of 
data collection from state programs to aonitor oxxr national goals 
of reducing low birth weight babies and infant ^rtality. 
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Q, Drug obiuie mmig pro^iant: woMn «|^pMrs to thrrotro tha 
p^cogrMS M have Mae in reducing tto Infant sK)rt«lity rate. 

Could yon pacovids us with a teaafaknm of tte prf^fxmmm ylki,ch are 
baijig fui^ad uhlch apacif ically targat nirt^j^nt mmmi In drug 
aJ^uaa prevmitlon and traatMmt? 

A. $avaral initlativaa coaw to mind. 

o tSia Satlcmal Inatituto on Dactzg Abuaa haa dMignatad raaaarch 
on thm davalopaMintaX affacta of abttaad dxuga aa ona of its 
top prioritiaa* In Movaal^ar 19S8, ttmf iaa^d a psograa 
announcamant aolieitiag aj^liMtXcma for thm atod^ of 
■ataznal and patamaX dxvsg ateaa ai^ ita af fc^a on the 
of faprli^* TSmt pro gram ia being ai^awtod thia f«ar. 

o Aa a part of tha J^eaaidant'a Maticmal Drag Ctetrol Strategyf 
additimial aupport will ba prori^id for ASAMBA'a Pra^peiant 
and Poat Partxm %vmmn and t&air Infanta PMMnit^oition Grant 
progxaa^ 

o AXao aa part of tlm ltatio»JL strataay, AOMKI^ viXl aaqiand 
esi^^^^^aml tto^l^ nair a^ta ^^cllnical raat^r^i^toeMad 

infaotioaa! 

o PinallTr aMitlonal antinSmg laadia en^raac^ aotivltiM tliat 
ami^haaisia thm dangara of uaing lllagal druga gMarally and 
"crack" in particular, asd af uaing drug* during pregnancy 
wlXX b# undertaken. 
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Response to Qubotions Posed by Chairman George MiUJiR 

piB i ^dmlni?t:faitlon '« Plan to Renduce Infant Wpyti^litv 

Q. During the Presidantial cBmpaign, the President made promises 
to lisprovQ the health of the nation's children and to reduce 
infant mortality, specificallys 

1) mandatory ifedicaid coverage Cor all childrm %rith 
family incmBB below 100 percent of powrtyi 

2) phased -in affordable coverage for pregnant wroen and 
infants up to 185 percent of poverty aad to older 
children through a subsidiEed presniua or a Medicaid 
''wrap-around* to SR^loyer coverage for dep^dents; 

3) expanded HCH Block Grant i 

4) •sufficient'* funding for WIC 

What is the President's plan to insprove child health and reduce 
fnfant iisurtality? Is there a plan to isjplessient any of these 
strategies promised during the cas^ign? 

A. Recent expansions of Kedicaid have Increased the number of 
pregnant women eligible for sexrvices* Effective April 1, 1990, 
the 19B9 Title KIX amendments call for ssandatory coverage of 
pregnant wos^ and children under age S at Income levels up to 
133 percent of the Federal poverty income level. States have the 
option of extending coverage to pregnant women and infants at 
incooe levels up to 185 percent of the Federal poverty level, and 
to datOr 12 States have fully ijE^les^ted this option* 

»Che recently enacted aawndsjents to Title V of the Social Security 
Act, the legislation governing the Katemal and Child Health 
Block Grant, ea^hasize the i^ozrtance of targeting resources to 
the problem of infant mortality by establishing five new focused 
grant categories, rc^iuirlng linkage between State programs and 
the Year 2000 Public Health Senrice Objectives, the development 
of a model applicati^ form, new data collectioin and analysis 
requiremmts and the eatablislmtent of rural and outreach 
programs. The Administration has begun plans for the 
implementation of these changes* 

The WIC program is under the jurisdicticm of the D^j^artment of 
Agriculture and thus not within this DepartiMnt'a jurisdiction, 
we do note, however, that in reauthorislng the WIC pn^rraet, KIC 
eligibility was made adjunct to Aid For Families with Dependent 
Children, Food Staa^ and Kedicaid* This will epeed access to 
the WIC program for sosae women who may lack adequate nutrition 
during pregnancy. 
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0. We are in a crials «ltaaticm. The low birtlweight rate 
actualXif incTMSftd in 1981; infant »H>rtality 1» rising in aajor 
cititfB and substance abuse is itaking an alroady difficult 
situation worse. What are the Adninistration's f ■■ml lata plans 
to deal with these crises? How socm will they be is^lesi^ntad? 

At Xn essence this ane^r is similar to the preceding cme* Ke 
smst reduce the barriers , fimncial and otherwise, that pregnant 
women ^counter in receiving prenatal care. I've noted the 
Department's iamiediata plans to implraent the expamied Medicaid 
eligibility provisions recently enacted, and to i^lea^nt the 
legislative changes msda to the Maternal and Child Bealth Block 
grant, soaie of which will result in efforts targeted to aaceas 
whc*-2 the need is urgent. I've also soentioned several of our 
efforts aimed at substance abu.^e . 

But It is ixsportant to re»«sbdr that there is stllX a great deol 
we do not )cnow about the biological and behavioral causes of 
infant mortality and low birthweight^ That is \irhy we must 
continue to support a strong program of basic and applied 
research* Solving the problem of infant mortality is a longterm 
endeavor and new knmrledg^ is a necessary tool. 
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S'_^^,?^®f ^® Administration foss^ a Task Fores on lofant 
* ^ ^""^ snasnor. What has the Tasfc Force accosmilBhed bo 
tar? wnat are the Task Force's recoacasndationa to the President? 
Nnen aoaa he plan to is^lesrant them? 

A. Last BuajBser, an lnte«loparta»ntal task force addreasing 
Infant mirtaUty was eatabliBhed at the request of the Domestic 
Policy Council's ttorkiag Group on Health Policy. The taak force 
van charged with aBseBaing the nature of the o.S. infant 
^^ii'^L'^^®* raportlag to the W&rking firoup on options 
that would reduce infant mjrtality and improve oateinal child 
health. The report of the taak force has not yet been finallaed. 
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Q. Several panels^ including the Institute of Hedicine, have 
studied and docus^nted the barrierst financial and otherwisd, to 
Mrly prenatal cara. Hhat are the Administration's plans to 
ov^rc^ta the barriers that prevent so many ifom^ f roa getting 
ears and i^en will they be istplesiented? 

A. Recent sxpansions of Kedicaid have increased the niffid»er of 
pregnant itfomen eligible for services. Bffoctive J^^il 1, 1990^ 
the 1989 Title XXI asenchsmnts call for mandatory coverage of 
pregnant ve^sen and childrm uxuier age 6 at inc^^ levels up to 
133 percent of the FcKteral poverty inct^^ lev^l. This vill 
result in n»re wooBti being eligible for prenatal care services. 

Eutf financial barriers are not the only iB^gtedisumts for pregnant 
women's receipt of health ca^^. Sme wo^n are not aware of the 
services i^ich are availablei others are not c<mvinced of the 
benefits of prenatal care* Services say be inconveniently 
located or require long waits for appointmnts* 

5hat is the Public Health Service is actively looking into 
*cme-*stop* shopping^ through pilot p^jects Uiis Fiscal Year, 
One is located at the Central Virginia C^snnmity Health Center, 
Hew Canton r Virginia; the other is based at the Alabaxsa 
Departsffint of Health. The results of these projects, in 
conjunction with infomation we are gathering frc^ the activities 
of several States will help guide us in the further 
UE^leiaentation of this concept. 

Current activities of the Health Resources and Services 
Adsainistration, in particular through the Office of Katamal and 
Child Health and the Coisimunity and Migrant Health Centers , and 
the Centers for Disease Control also p^>vide aany exas^les of 
ways we are addressing the barriers isany wosoan face in receiving 
care. 

Also, the Health Care Financing ^ministration and the Office of 
Maternal and Child Health have jointly sponsored a project with 
tbe Americ&n College of Obstetricians and G^ecolc^ist^ aismd at 
pre5SK>ting increased provider participation in publicly funded 
perinatal service prograiss. 
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Qo&le fog Yea r a^QQ 

Q. When will your agency have a plan to reach tho Surgeon 
General's goals to reduce infant mortality and improve child 
hMlth for the year 2000? iThat do you expect the plan to 
include? 

A» The plan for the year 2000 will bo pxiblitihed as a report of 
the Public Health Service, rather than as a Surgeon General's 
Report. We plan to publish this report in July 1590. Keanwhiie, 
a draft of the report has received broad public review and 
comment between September and November 1989. The priority on 
xoatemal and child health proposes new infant mortality 
objectives, with a target of 7 infant deaths par 1,000 live 
births by 2000 for the population as a %?hole, and different 
targets representing more challenging reductions for minority 
populations that are at higher risk. 

In addition, there are 53 measurable objectives relating to child 
healthy arrayed across the 21 priority areas that are proposed 
for the year 2000 plan. A strong recouoftendation from the public 
review and comment i^riod is to add a priority area on child 
health I that recc^nmendation is currently under serious 
consideration within the Public Health Service, 
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Q* Are you prepared to zaake commltmants to reach thoee goals by 
the beginning of the new century? 

A. The Federal role In ochiovlng a oet of national objectives is 
one of shared responaibility for athievtssmant, not total 
ownership. The goals and objoctivee set for 2000, Xiko those set 
for 1990, are developed through a national process, involving 
State and local healtUi aganciaB, voluntary and professional 
associations, and many private professionals and consusers of 
health care. ^© Federal govemMnt, by taking the leadership in 
crafting thie plan, ci^mits itself to playing a significant role 
in achieving the targets that are contained in the plan, but it 
will only be able to do so in partnership with the other critical 
public and private sectors. The gcalg and objectives that are 
being oet are both realistic and challenging, and they can be 
achieved, given coismitment of all relevant resources. 
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Q. Wiat is the Administratis 's position on. the leoisJation 
pssnding f^,tho House Budget Reconciliation bill that would ph&so 
i?^^r''x .^f*^^^^"^ expAnBlons to pregnant women and infants who 
live in familiee eeuming up to 185 percent of poverty? 

A. Recent passage of the OBRA 89 legislation provides for 
coverage of pregnant women and children tmder age 6 up to 133 
percent of the Federal poverty level by April 1, 199oT (The 
Administration had proposed coverage of up to 130 percent of 
pKJverty, ) This increase begins to address the need for services 
among this high-risk population and does not prevent States from 
S'^^fS^® their option to include pregnant women and infants uo 
to 185 percent of iK>verty if they possess the means and resources 
to do so. 

To date, 12 States have fully implemented this option? three 
States have ifflplemented up to 150 percent? and two States have 
impl^ented up to 125 percent. 
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Q. Xf thm Ad»inictration is now opp&mmd to forthvr mcndates, are 
you pMpmtrmd to Bake commLtmmntB to sui^srt Macious ificmtives %o 
B%atmm th«t hAw aot yet, *nd probably won't, pick up tK* current 
options to ttxtead )todic&id? It y«s, what type of ificantivea? 

A« The Jli^ainietration haH afrMd to a raquaat by tho national 
(^vamor'a Maociation to poatpona propoaing any furthar aandataa 
until auch tiM aa $tatea havs an opportunity to ra^iav thair 
reapectiva fiscal poaitioM* 

Tha Hoalth Care Financing Hi^ainiatration'a {^nfA'i) Xataxnal and 
Infant Initiativa coordinates aevaral facata of Faderal haalth 
aaaiatanc* in ordar to facilltata bsttar eara. Tlia initiativa la 
diractad by a Staering C^wittaa Including all Aaaociata 
^iainiatratora and ovaraMa a Tmmk Forca of m'-Th, PH$, wiC and 
Regional naoraaantntlvaa . The initiative'* o^jactivas include i 

o coordinating j^rocedunia and at forte of Kedicaid, 

Maternal and Oiild ^alth State Office, and WIC prograwa on 
State levelai 

o encouraging full ii^laMntation of Medicaid eligibility and 
coverage fox pregnant wan and childsea^; 

o encouraging Statea to conduct outrea^ effortgi to thoae at 
Mgh riak; 

o increaaing provider perticipatio&i and, 
o encouraging uee of targeted ceee eanage ^i n t and apeciai 
waiver author itiea to aarve thla group. 

The nm Teak Fotm haa im&ducted workatepa to mdumge 
infonation, to iaplaaitttt HZH initletivea in Statea, and to form 
detailed r^egional end State plana* 

Viaita to Stetee have been nede to aaaiet in nakiag M a i m a i uee 
of available re<|e««l reaourcea to eu^port their efforts directed 
at infant mortality • 
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Integrated MCH ServiceB and AdminiBtr ation^s Poaitipn or MCH 
Block Grant BntmnsLon 

Q. Can you elaborate <m ym «ean by "<»ie-stop shopping?** 
*^at efforts Is your agency encased in to encourage such 
services? 

A. By "one-stq!> shopping** we raean the co-1ocat1(^ or 
Integration of a variety of health and social services In order 
to uake these services rsore convenient for the client. The terro 
has hec(^ the focus of great public attention and debate In 
recent sMths mainly as a result of the iK>rk of the National 
CoeiQisston to Prevent Infant Mortality- The National Commission 
Identified the difficulty that many Komen have In gaining access 
to ouallty prenatal care as a major problem of our nation* s 
health care systefs and proposed the concept and practice of 
one-$top shopping as a possible solution to part of the access 
problesi. 

He have already begun to li^leisent one-stop shopping 
decionstratlon projects In various sites throughout the country. 
Included among these are the following pilot projects. 

At the Central Virginia CcxBBUJnlty Health Center in Iktv Canton. 
Virginia, seven rural counties are devel<^1ng on-site Medicaid 
and HXC enrollraent and In^irovlng record transfers among clinics 
and hospitals. In another pilot project, the Alabaw Oepartjnent 
of Haalth Is i«>rKlng with its Human Resources, Mental health and 
Medicaid agencies to Integrate financial eliglfelHty 
re«:ufr8fsents. There are also several State projects which we 
are studying closely as well as a national advisory cosRit ttee 
which will h^lp us determine the best practices for one«stop 
shopping. 
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0. I*it art you (toing iwf to enhtftce Ifittragtncy cooperdtlc^ 
AfHt coordlRitlon bttiWfJ Hedtcald, fCH, »IC aniJ other rtlivant 
a^cfes At ttw Fi(i«ft1 Itvel? How tfo you plan to tncourage and 
lfaprov« ccNardlRttlon it the State and local level? Wiat Is the 
Federal role? 

A. Interagency coordfnatlai wong Federal agencies such as 
those ycHi Mntloned has been a prfoilty conctrn that has 
continued to receive Increased attentlOT In recent years. He 
fully recognize that it ts ultimately at the 1cM:al level Khere 
these programs awst com together and direct resources and 
provide services to individual clients with very different needs. 

Our respc^slbllltles at the Federal level are several: to 
develc^ and disseminate Improved research, aethods and 
practices; to test various apprc^ches to service delivery; to 
assure that Halted resources continue to be used as effectively 
and efficiently as possible; to rewve cultural, financial and 
social barriers to participation; and to provide »ore and fsore 
accurate health Information to both consiawrs and providers. 

During the past year a task force conprlsed of Health Care 
Financing Adalnlstratlon CHCFA) and Public Health Service 
representatives has mt to ensure full ImpltMntatlon of 
Medicaid requirements for serving pregnant woi»n and Infants- 
This TasK Force works with tK:FA*s Hiternal and Infant He&Mh 
Initiative to ensure that programs address the infant w^rtallty 
problem to the fullest extent possible. Jointly sponsored 
regional iiieetlngs with State representatives are nam underway. 

The Office of Maternal and Child Health provides support to an 
ongoing Medicaid technical advisory grmjp which Identifies and 
discusses Issues of coordination at the Fe^ral. State and local 
level beti^en the Medicaid and Title V (Maternal and Child 
Health) prograiis. Currently under review are State use of EPSDT 
data and data Hatches between MCH, Medicaid and vital statistics 
records . 

Coordination has also taken place over the past few years with 
the DepartH^nt of Agriculture and Its nutrition and health'^ 
related program » The Office of Maternal and Child Health and 
other offices In the public health service have »a1nta1ned both 
formal and Infonial relationships to Iwprove nutrition, share 
research findings, prceiote breastfwding and develc^ and 
disseminate public Informatics. 

All o1 these Federal programs also work with State, local and 
private organizations which have related missions. Through the 
national Governors* Association, for exai^le^ the fflCH is 
providing assistance to States concerning Implementation of the 
expanded Medicaid options now available and the Integration of 
these alternatives with relevant State programs. 

Meetings, cc^ferences, joint publications and se«1nar> have also 
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takin place tetwten (me or nort of thtse Federal agencies and 
private fmindatlons such as the Kaiser Fouiidation. the ffeAert 
Wood Johnson Foundation, the Hashlnftm Business Group on Health 
and the Assoc1at1<»t of Haternal and Child Health Projrams, as 
Mil as most aajor national and International profess1<»ta! 
associations, all with the general purpose of l^rovlng program 
coordination and cooperation. 
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Q. Hava you ever considftrtd relntroducfng support for the vtrj^ 
tffcctlve "ofif-$tc^ shopping** Katernal and Infant Care Clinics 
<MICs> which wrt siort prevalent before the block grant took 
effect In 1981. Mhy or why not? 

A. There was nothing in the 198! bluck grant legislation that 
prevented States from continuing support for Haternal and Infant 
Care <HIC) projects, as nell as similar rawlels of coa^rehenslve 
services for pregnant i«xnen and Infants^ after the 
Isiplementatlon of the legislation. Many states did. In fact, do 
just that, although under a variety of names other than the 
older NIC label. 

States uontlnue to have the flexibility to fund projects like 
tho HICs through enhanced Nedlcald serviced mn* available as a 
result of recent changes enacted In that legislation. 
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Q« As you know, there is also legislation pending that would 
Lncrease the Maternal and Child Health Block Grant's 
authorization by $100 fsillion and use some o£ these funds for 
an Infant mortality Initiative, including funds to initiate 
more "one-stop shopping" services. 

Does the Administration support this legislation? Why or why 
not? 

A. A series of amendments to Title V of the Social Security 
Act was recently passed by the Congress* Among the amendments 
is a renewed emphasis on efforts to reduce the nation's 
unaccpptably high rate of infant aortality through a variety of 
approaches • 

Included aaong these are: five new discretionary grant 
categories; a connection between State programs and the 
Year 2000 Public Health Service Objectives; interagency 
coordination; sixapllfied access to providers through toll**free 
numbers; limits on adBtinistrative expenditures; common 
application requirement; payment of National Health Service 
Corps personnel with State Title V funds; snecial emphasis on 
data collection and analysis; and the establishment of special 
rural and outreach programs. The Administration has already 
begun to plan for the tiosly implementation of these 
legislative changes. 

One^stop shopping » while not receiving a separate, categorical 
authorization in the new legislation, may still figure Into 
demonstration plans at the State and local levels* Additional 
Federal demonstration projects may be supported assuming 
sufficient funds are appropriate. 




218 



gfovider Shortage 

Q. Givan the current criBis in the shortage of obstetric tans 
willing or able to provide prenatal care and delivery service 
to low-* income women > what does the Administration plan to do to 
both icrorove private physician participation and expand and 
strengthen the public health infrastructure in this country so 
that services are available to everyone who needs themt When 
do you plan to do this? 

A* The shortage of obstetricians, due in part to the crisis in 
the malpractice insurance Industry, has not gone unnoticed by 
the Administration* Various agencies withi . the Department 
of Health and Ktman Services and in other Departments and 
independent agencies, in cooperation with the insurance 
inr'ustry, private foundations and professional associations, 
have dedicated significant resources to the study of this 
problem* 

Most recently, this topic has also attracted the attention of 
representatives of various organ i;s^at ions who participated on 
the Institute of Medicine's Committee to Study Medical 
Professional Liability and the Delivery of Obstetrical Care. 
The Committee's report, which recognizes the shortage of 
obstetrical care, especially for low Income wOB«n, includes 
recommendations for alternatives to the current tort system, 
funding of projects to seek solutions to the problem, a 
national database on malpractice clais^ and study of 
technological advances in obstetrical practice* 

Also, the Health Care Financing Administration (HCFA) and the 
Office of Maternal and Child Health (OMCH) have Jointly 
sponsored a project with the American College of Obstetricians 
and Gynecologists (ACOC) alsed at promoting increased provider 
participation In^publlcly funded perinatal service programs. 
Guidance on provider Issues for both obstetricians and Medicaid 
programs will be developed in this project, as well as efforts 
to encourage medical students and residents in 
obstetrics/gynecology to consider careers in public health* 
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y^mf ;y Planning 

Q. Hhat ar0 you going to do to irorove aoce«8 to family planning 
»ervlcea within your agency, especially for the liardeat to reach 
groi^? 

A. ThB Public Bealth Service provides family planning car© for 
about 4 sdlllon i*omen annually under t5ja autbority of Title X of 
the Public Healtli Service Act. Bighty-five pemnt of these 
iracM are low incK^i one third are adolescents | and two thirds 
are younger than 25 years of age. in order to further reduce 
barriers to care# the Departn^t of Eealth and Smcan Services has 
proposed that the Title X program be reauthorized as a State- 
administered program. 

Such a State-administered program would promote broader access to 
family planning services by allowing for State and local Input 
into decisions about i^ere family planning servicm should be 
located and how services should be offered- A state-adiisinistered 
program would also allow for better Integration of family 
planning services with other health care services provided hy 
State and local health agencie*«^ such as the maternal and child 
health services supported under the authority of Title V of the 
Social Security Act* 
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Q. 6iv«n your cfMwntrHwmt to ixagxovtng integration of aat«mal 
and child hoalth mxviois^ horn iiouXd yoti assure follc^-up 
Mrvicm for r»prodnctiv« haalth cars aftar a ifoman givmm birth , 
eapeciaXXy if al^ XosM IMiicaid covaraga amd af t«r the birth of 
her child? laiat trill do to uka aura aha can atill ^at 
aarvicaa? 

A* A State-adfflinistarad family plaimingf proqvem will, by dint of 
ita auitability for integration vith other aarvicea^ tend to 
riKiuce the numoar of weaam vho suffer gapi in serviM in the 
post-*natal period. Bran if a uman should lose her Hadicaid 
eligibility aftar the birth of a child^ she would atill probably 
be eligible for subsidised care under Title X %rhLth provides for 
free family planning aervices for low-incoste perscms, and 
requires that chargas be adjust^ according to a sliding fee 
acale for arsons with ^m^t higher int^Ms* 

Perhaps the largest obstacle which prevmts Uie continuation of 
family planning care is widespread ignorance of the fact that 
family planning services are still needed and available for women 
%dio are sexual ly active in the post«*natal period. Fortunately, 
informing women of the used for post-*natal contraception is now a 
rautine part of the hospital discharge process for »>st obstetric 
patients* Znqplimientaticm of the Department's proposal for a 
State^dministered family planning program will help to enaure 
that women receiving prenatal care or well baby care sroa 
maternal and child health programs managed by State and local 
health agencies are provided on-aite information about family 
planning as well* 




Q. Subst&aee abuM is contributing to an aXraady chaotic system 
of healtb care doXivary for pregnant women ^ especially in lar^e 
urban settings » and seriously affecting the health of nevtems« 
Congress appropriate i»mey in t;he drug bill to the lUeoholf Drug 
Jlbuse^ and l^tal Keelth Ac^nistration to prevent and treat 
substance abuse among pregnant women. 

Giv^ the ixs^rtant role siatemal and child health soust play, end 
your agency's expeniise in serving pregnant w^x^, horn and ^en 
do you plan to c^rdinate with hX^Mi^BA to implement these 
programs? 

A. Associated with the current drug crisis is a new phenomenon 
of large nmsbers of drug abusing pregnant wtsi^> Xore attention 
smst ba paid to dsterraining the extent of the problem in women, 
the iii5>act on their children, and to the development and delivery 
of safe and effective treata^ts* The Public HMlth Service 
(PR5) agencies address this need in three broad# interrelated 
ar^Sf (!) Knowledge Developsienti (2) Developnent of Outreach 
and Treat^nt Kodels; and (3) Enhanced Treatamit Capacity* 

Konies appropriated by Congress will support the following ADAMHA 
efforts in FT 1990 t 

JUDAIfBA will provide an atlditional $51 million for the treats^t 
of substance abusing pregnant and postpartu?^ wc^ien and their 
infants through d«ftonstration projects fun^cKl hf the Office for 
Substance Abuse Prevention (C^AP) Model ia^oj©cts for Pregnant and 
Poat-Partum Komen &nd ^eir Infants Program and tff UXOA 
deinonstrations » 

Also, some portion of the $135 aillion preliainary budget for 
j«>AMHk's newly creatfKi Office of 5?reata»nt I^rovesent (OTI) will 
ftmd additional services to prsgnant and post-partuia wo^^n and 
their infants. 

In addition, $24 ailXion will be provided for research to be 
supported by ADAMHA's Itetional Institute cm Alcohol Abuse and 
Alcoholism (MIAAA) end ^ti^mal Institute on Drug Abuse (NXDA) 
TreatsMrat research prograas. These programs will esasdne the 
estent and potential consequences of siatemaX drug abuse on 
offspring; develop i j s prov ed ways to enroll and ret&in drug 
abusing pregnant amS post-partua women in treatamit; and evaluate 
and develop iaQ»roved treatment methods for substance ebusing 
pregnant and poet«^pajrtutt wcaxm and their infants* 

In addition to the above activities, ADAHHA addresses the needs 
of thia population through a variety of broadly focused prograiaa 
such as the Alcohol, Drug Abuse, and Kontal Eealth Services 
(AI»fS) Block Grant, including its mandated Set-Aside for Women, 
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3503 Ouebec Stn^t, H.w. 
H^ishingtcm, DC 206X6 

Dear Ks. Brotms 

I vant to Axpress »y j^sonal appreciation to you for appearing 
before tba Salect Ct^ittee (xn Children, Vouth, and Fftsil ioD at our 
hearing^ "Caring for 2few ffothersj Press ir^ Probloms^ How 
Solutions f" on October 24, i989. Your testimony was, indecKi, 
important to our worlc. 

Tb« Co«aitt»» is now in the process of preparing tbe transcript for 
printing, tt would be helpful it y&x would go over tho enclosed 
copy of your reaarka to assure that they are accurate # and return 
the transcript to us by Hoveasber 22 with any nec^aeary corrections. 

In additicm^ Representative 1%osas J. Bliley, Jr.# has requested 
that yott respond in writii^P to the following guest ions so that they 
may be included in the hearing records 

1* In an article earlier this year, you wrote; 

""poor rates of participation in prenatal care reveal that the 
Afiserican maternity c&re systea is fundaisentally flaveo^ 
fragmented and overly coinple^. * # *" 

''Although a now [isatemlty care] systes sight build upon 
existing arrai^reiaents^ l0T^r-t©xi» solutions require fundaiuental 
refonsSf not incremental changes in current prograiss^** 

Hould you consider the consolidation of categorical programs 
as part of this needed refers? 

2* Should ve considsr funding only those prograsm which provide 
parental care as part of an integrated setting? 
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X^t zae again express esy thanXs, and tliat ot the othor scmbers of 
the Cofiifsittee for your participation ► 



sincam^ 




c EOKU t mi 

Chairman 

Select Committee on Children^ 
Vouth^ and Faciiilies 



Enclosure 



DEC rt 1981 



NATiONAL FORUM 
ON THE FUTURE OF 

Children 
ramilies 

D^eea^er 15, 1989 

Honorable Ceorge Miller 
Chairxsan 

Select Coimlttee on Children, 

Youth and Fosnllles 
385 House Office Building Annex 2 
Washington, D.C. 20515 

Dear Honorable Killer: 

Thank you for passing on the additional questions of 
Congressman Bliley. 

1 respond ob follows: 

X. In theory, che consolidation of prograias helps to reduce 
the fragaentatlon. I allude to in the article you quoted, 
However, past history teaches that consolidation is often 
aceoispanled by wt funding reductlons»*a prospect which is 
ehllllng. given the growing need for »ell-financed huasan services. 
Funding, of course, needn't necessarily decrease if programs are 
dram togather, but it's a danger to which one isust be alert. 

Arother concern is that antent to which workers at the 
c«55i5unity level redefine their job* following prograa 
consolidation. It is not umsual for administrative and 
organii:atioi»l barriers to re»ain even after funding streams 
simplify. This problem sljaply reflects history and human nature, I 
avispect. The point Is siisply that it takes time and hard work to 
really make programs work together* and that on-going monitoring 
and technical assistance is often required. 

Wlrh these caveats In islnd X reisain an advocate of 
consolidating categorical programs. 

2. Given file great variations across coimaunlties, and the 
peculiarities of local conditions, I'd always be reluctant to say 
that federal funds should only flow to prograjss that have a full 
complement of comprehensive services on site. In some instances, 
referrals are the best (or most feasible) way of helping pregnant 
vomen; laoreover, many pregnant woiscn need only minimal care and It 
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is not cost-effective to have All back-up services instantly 
available. Nonetheless, there should be reasonable availability of 
support car© and ancillary ser*/ices, if only on a referral basis. 
Thus the test of program "worthiness** is not that everything is 
available to everybody instantly in one place- -alth<»v*gh «uch 
coiaprohonslveness 15 always nice* -but that the ref < rrai network is 
very well -developed, efficient &n4 humane , so that with rsirilrsal 
Inconvenience, a high-risk woman can receive the comprehensive care 
she needs. 

Pleaoe let xne know If additional responses would be helpful. 



Sincerely . 




Sarah Brown 
Study Director 
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SiUCT COMMtTTEf OH 
386 Kc««f 0*nci Bu*vssa»« MmtM i 





NQV0ml>Or 15, 19B9 



Joan Eborly, ».k», m»p»h* 
Director S^rsonal Health Service 
Berrien County Health Depart&^ent 
769 Piposton 

Baiiton Harbor, Michigan 49022 
j>oar Kc, Eberiyj 

I want o OKpreos my porsonai appreciation to you fox appearing 
boforo the Ssloct Cossalttoa on Children, Voutn, and Families at our 
hearing, "Caring for Hew Mothersi Pressing Problems, New 
SoJutionn," on October 24, 1989 » Vour testitsony was, indeed, 
iiaportant to our vrork. 

Tho Co^itteo is now in tho process of preparing the tranBcript for 
printing. It virould be helpful if you wo'jld go over the enclosed 
copy of your re^iarkQ to assuro that they are accurate, and return 
th» transcript to us by Novembtsr 22 with any necessary correct ions - 

In addition, Koprosentativo Thosas J» Bliley, Jr., has requested 
that you respond in writing to tha follo^^ing questions so that they 
say bo included in thi5 hearing record; 

lat are Bojse of tho adutinistrative problems you face ^^ith 
.categorical prograrast? 

2. Kov does tho federal ar.d state organizational structure affect 
local i^Brvlce delivery^ 

3. At the end of the project, Berrien County had a lover infant 
jaortolity rate than the stav^wide rate. What has the state 
done oince then to iapact tho infant mortality rate? 

4. To what extent do eligibility requiresaents vary from progras 
to program? 
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Lot TO a^alfi expreoa rsy thanks, ar*si that of the other mombers of 
the Costmittee tor your part Iclpatioi . 




Chairruan 
SelGCt CocuBitteo on ChAldran, 
Youth, ami Fasiliop 

Enclosure 
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Restonsk to Que^ons Posed by Congressman Thomas J. Bulky, Jr. 




November 29, 19C9 

U,S, House of Edpresentatives 

Select Coroittee on Children, Youth and Faiailies 

Thomas J. Blilcy, Jr., Virginia 

Ranking Minority Keaber 

3S5 House Office Building Annex 2 

Washington, DC 20515 



Dear Representative Bliiey? 

rhi3 is my first day back in the office since the letter 
arrived with the additional questions you would like 
answered, Hope I haven't alssed the deadline so they mey be 
included in the hearing ^-^cord. 

1, Whflt are soiae of the administrative problems you 
fsce with categorical programs? 

Categorical prograaa usually focus on veil defined 
health problems ^thich miss the broader health 
issues of as individual or family and in the 
strictest senae ignore the existence of other 
related servlcesi that could benefit the individual 
or family. Staff frosi one program cannot assist in 
another program, even though one eaay have dom time 
due to "no shows" t^ile another niay be jamssed, 
Th&re Is frequently duplication in record keeping 
and data reporting. It seems that each year there 
are additional tmdget colusma and plana that are 
re<}uired. All must be adminijtered Indepcjnd^tly, 
which adds to the manager's workload. WIC and DSCC 
are initiating a single ccm^terized infonsation 
and BisnaffeB^t syst^ that will not interface with 
our local computerized system. 

2. Hov does the federal and state organiEstional 
structure affect local service delivery? 

The organisational structure at the Federal and 
State level are categorical and reflect tunnel 
vision as far as any other related programs are 
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concerned. They laay exist in different bureaus or 
divisions and even display adversarial or 
cos^titive relationships » I.e. we have AIDS 
located in our Sexually Transmitted Disease 
Program; however, at the State level the S.T.D. 
Prograa Is in the Suredu of Laboratory and 
Epidemiology, whose Bureau Chief said no staff 
fundcKi by S.T.D* funds can deliver AIDS services, 
AIDS is situated in the Center for Health Promotion. 

3. At the end of the project, Berrien County had a 
lower infant mortality rate than the statewide 
rate. What has the state done since then to impact 
the infant mortality rate? 

TJio state has targeted Berrien County for Infant 
ftortaiity Initiative Funds. But they do cobic to us 
with restrictive use that does not allow us 
flexibility in meeting our local high risk needs. 
They also change definitions from one year to the 
next so that a service ve initiate one year doea 
not meet the next year's criteria. 

4. To *?hat extent do eligibility requirements vary 
from prograiB to program? 

- WIC (Department of Agriculture) is IBbt of 
poverty- Teens must qualify according to 
parents income. Very strict instructions. 

' Prenatal Care - Medicaid - 185% of poverty 
where all teens «|uaiify because they are teens, 

- Family Planning - 150% of poverty 

" E.P.S.0.T. - 100% of poverty - excluding the 
working poor fasiiiies that have no third party 
medical in*?u ranee. 



- D.S.C.C. ' financial eligibility allows for 
flexibility of family income - see attached. 



Hope this Infomtation has helped. 
Sincerely, 




Joan klbcpTy. R.N-. H.P.H. 

Director of Personal Health Services 
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^ft. Jl^mt of lUpreiEientattU^ 

VKRttaif3Tai,OC208ti 
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Hoveot^er 15^ 1969 



Ks. Kathy Shsscitto 

Ootttttf Administrator for Russin Services 
County of (Htondaaa 

H» Kalroy Civic center 
4ai l^tgosery Street 
SyraouBo, Kev TorX 13202 

Dear lf«. Bosolttot 

X iwmt to «X]^ress »y percon&l appreciation to you for appearing 
before tho Seleot Ccmltte^ on (^ildren, Youth, and Famliiefi at our 
hearii^r *>C^i»9 for Key ftothersf l^ressing Pro)>Xe»s, Hew 
SoXutioim," on October 24, 1989. te^ia^ny iras, indeed^ 

Important to our vork. 

The Coviltt«^ Is itow in tlie iHroceas of preparii^ tlie transcript for 
printing. Xt would be heXpftU if you wuld go over the enclosed 
copy of ymtr reisarke to a«sure that tbey are accurate^ and return 
the tranooript to us by Novoaber 22 with any neoemary corrections, 

in addlt4.on^ Repr«»entativ« ^asts T. tfalBh of tieir YorH, bas asked 
that you and Dr. Jesea Miller ra^nd to the following questions 
in writing mibnitted tbo follmring gueetions so that they say be 
included in tbe hearing record t 

1. In your estisati^ what has led to the rising infant mortality 
rate in On(»^ga County^ and is it primarily drug related? 
Are these deaths due to low birth weight or are they 
attributed to other factors? 

2. If improved coordination asK^ng services seess to be the focus 
of your reoofisendations, where elKsuld tto leadersl»ip sten 
froSf govem:»nt- schools* cos&sunity? 

3. What is the relationship between teen pregnancy and infant 
Rortality? 

4. xn the report on A««5ess to Health Care and the visit to 
ToledOi uhiOf there was extensive discussion regarding the 
relationship between h«sfpitals and services. ThB report seess 
to support i^rging hospitals clinical and social service 
efforts*. What obstadee do ycm envision in Isplessenting this 
liodel? 
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5, It wuld sees to te© that the federal government needs to work 
with the statos to ensure that saternal and child health care 
is avalXahle, but sore itsportantly that it is acceBsible, 
What other obstacles have you identified related to access? 

Let ri© again express my thanks, and that of the other members of 
the Committee for your participation. 



Chairman 

Select Committee on children, 
Vouth, and Faniilies 

Enclosure 
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Docsen^r 5, 1989 



Oeorge fliller 
Chairman 

SGloct Conssdttc^ on Children, Vouth and Families 
385 Rouse Office Building Annex a 
Wa&hingtan, DC 2051S 

IJear Mr- Miller, 

R£S£^3^ TO Qin^XCmS SUmiTT&D m CCmiRSBSmsX WAI^ 

1) In your estimation what has led to the rising infant roortality 
rate in Onondaga County, and is it primarily drug related? Are 
these deaths due to low birth weight or are they attributed to 
other factors? 

During the neatt several 5K>nths we will carefully analyse the deaths 
of Infants that have occurred in Onondaga County, Our initial 
beliefs are that we will find a high correlation with maternal ago, 
income^ lat;X of prenatal care and poor f allow-up care during the 
first year of life. In addlticm we will rategorise the exact causes 
as cited on our death certif ieatas» 

2) If insproved coordination aiBong services se^us to be the focus of 
your recoBsse)ftdation«, where should the leadership st^ from< 
government*- schools- coxsminity? 

At this time. County goverument is providing the leadership » In 
order to be effective there must be direct involve$aent with schools 
and ccsmmnity agencies* Govemx^nt services such as WZC, ftedicaid. 
Food Stamps, Well-Child# Day Care Subsidies, and TXSA (Teen 
Services Act) must be coordinated with scdK>ols and comunlty 
agencies co be effective » For e^can^lei This suss^r a team frcm otir 
Dopt» of Social Services went into a local high school to register 
students might Ise eligible for Day Care Subsidies. Xn one 

nsoming thirty students were registered at once. This spring ^ will 
be co-locating with a local hospital's (^"'<3YN clinic to provide 
on-site application, case uKmag^aant and follow-up services* 
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3) What is the relationship betvDen teen pregnaiH^f^ and iofant 
mortality? 

The relationship between teeu pregnancy and infant s^rtality will 
prove to 3&e linked. Teen pregnancy is genexally csharseterlEed by 
late or little prenatal care, aiwi therefore Iw 
concerned as ^ are for infant deaths, we smst he equally <^ic^rnod 
I^lSe long tens effects on the health of low birth weight 
infanta- Case management services suat be atressed for tniB 
population to ensiure they seek and receive prenatal care* 

4) In the report on Access to Health Care affil the visit to Itoledo, 
Otiio, there was extensive discussion regarding the relaticKiship 
between hospitals and services* IJhe report se^ae to su|^rt 
merging hospitals clinics and social service efforts. Vfhat 
obstacles do you envision in in^^le^eating this model? 

The Qbstaeles we expect to encounter includes 

- lack of reiml^SOTent for outreach services? 

- lack of Medicaid eligibility ct^veragei 

- limited local fux^ls to establish new iBodels, 

The positives we have already encounterel includes 

- interest on behalf of all ccemmits agencies in coordinating 
services t 

^ securing of several state grants to pursue studies in this areai 

- local planning efforts have already encouraged changes to enhance 
the systas. 

5) 't would seem to me that the federal government needs to v«>rk 
w^th the states to ensure that maternal and child health care is 
^.^ailable, but more importantly that it is accessible. What 
other obstacles have you identified related to access? 

The eligibility and coverage available through Medicaid must be 
expanded and siinpUtied to ensure wojnen will seek prenatal care. We 
arr^cSlorlSg iStituting an additional Kedicaid H»o ^ 
working with the Medical Society to dpvalop a rotation system tor 
Jledicaid clients to expand the nmaber of participating physicians. 



Sincerely, 




Kathryn H. Kuscltto 

County Adjninistrator-HisRan Services 

KHR:wlo 



Pb^ared Statem^ op Jonathan J. Kotch, M,RH., Chmr, Council on 

MATOIN^ AN0 GilUI HkAI-TH, NATIONAL ASKJCXATION TOB PUBUC HkALTH POUCY 



CAHINC; FOR NEW MOTHERS: PRESSIN(; PROBLEMS, NEW SOLUTIONS 



Thank you for the oj^minity to submit written testimony on the subject of barriers to 
maternity care, I commend the Select Committee for addressing this issue under the rubric of 
""New Solutions." Indeed, drastically new initiatives are called for if the United States ts ever to 
joki the ranks of olte- imiusirialized countries which have continued to improve their low 
binhweight and infant mcnaiity rates iii the I980's while those of the U.S. have remained 
essentially stagtiant. On the very day thai the Select Committee was holding its hearing in 
Washington. D C . October 24. 1989, 1 was p'-ivileged to be present at the American Public 
Health Associarion's presentation of the Young Maternal and Child Health (MCH) Profession^ 

the Year Award to Dr. Samuel Kcssel, Director of the Division of MCH Progriun 
Coordination and Systems Development. Bureau of MCH and Resources Development, 
USDHHS. At f lat session. Dr. Vince Huichms, Deputy Bureau Director and head of the Office 
of MCH. lelucianfjy announced ihai the standing of the U.S. among the worid's developed (and 
not so developed) counties m infant monality had slipped to 22 despite the effons of all of us at 
federal, state, and local levels. A new solution, therefore, is urgently required. 

In examining bamers to care, health services research people distinguish between system 
barriers and client barriers. Defensive providers resort to e^^cuses for failing to enroll pregnant 
won«n in early prenatal care by citing charactics of the women. Undoubtedly there are such 
characteristics, but lack of educauon, iai;k of infomiaiion. lack of transportation, even lack of 
motivation arc not inherent among such women but are themselves social problems. It is 
unlikely that a health service provider can ovea'ome decades, if not generations, of poverty, 
discrimination, arui injustice. 



Chap^ Hm^ NC 



JONATHAN 8. KOTCH, M.D., M.P.H. 
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Health pitmdo^saxHipcdicymateis can addii^sy^ In this brkf t^stimasiy I 

would to offer a r^iical proposithmt nan«^y, that Medicaid is |mtt of li^ pn^ati, not 
pan of die solution. WevwUso(mhe'*cddHating"tlK25ihannhfCE8aryofM^cakl^yctd^ 
that period, the status of tiK VS. infam morality race relative to those of oto: developed nations 
of the wc^ld has (kclimi. The availabiliiy of {m>vi(ters willing to aco^ indigeos pegnam 
women has inclined, while the ntunba- and pn^ition of An^cans umssaxi^ for nodical 
expenses, pamculariy those Americans in ^ir prime reprodu<^ve ycm^ has goms up. Teenage 
parwiihood and single paien^tood, two risk factors associaJ«d wtth risk of low biithweight axid 
infant mortality, have also gone up. The^ are evidem^ of syst«n-wtde failure, yet we continue 
to consider piecemeal solutions which only tinker m the margins, soluticms which have fmhed at 
cvety step to keep up with the pace of ctetcriorating circumstance anwsig tte weaken and most 
vulnerable of our population. 

Because of the dearth of evidence to explain why ^dkakl is part of the |m)blem. I can 
only speculate. One probable cause is that no rehnbursement program can laidiess tfc» need to 
reverse the decline in available proviites. Reimhirs<3t^ systems assna^ that ^ pn>vi<kis ate 
out time, and that tl^ will a^ein the nein^mrsen^m. Intl^caseofV^^dicaid far pregnant 
wonttn, tl% evidence shows that thither of tisse assun^nions is correct. It is clear that* 
regardless of the level of reimbursenn^it^ a substantii^ numb^, over half st ^ fnesem time, of 
private providers of obstretrical care retuse to «rve Nfedicaid clients, This may be in part due to 
unfounded fears of suit in the case of a bad outcome, tmt it is likely that many obstetrical 
providers in the private sector just do not feel comfortable wi^ indium elicits, ami ti^ know 
that their paying customers would urtdoubtedly feel utK^^oztable shariitg a waiting room with 
poor and minority women. 
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A second probable explanation of why Medicaid is part of the problem is precisely thai the 
services provided by Medicaid providers are not af^>roprime for the particular needs of Medicatd- 
ehgiWe women There is siwc evidence thai won^n on Medicaid do less wcil that mdigcnt» 
non^Medtcaid women In North Carolina* Dr. Paul BuesctKJr published in State Center tor 
Health Statistics Studies No, 39. March, 1986. th^ the ri^ of Medicaid women having low 
birthvfc^etght babies was more than twice as great as that of a statistically comparable population 
receiving prenatal care in a public health tiepartmen*. 

A third probable eJcplanation of why Medicaid may be part of the problem is ihat ftKiissmg 
on payment for prenatal care blinds us to underlying causes of the low hmhweight and infant 
mortality probl^s which occur prior to conception. Analyses of public programs to reduce low 
birth weight and neonatal mortality by Joyce » Gorman, Grossman and others have demonstrated 
that the cost -effectiveness of access to family planning services, including abortion, exceeds m 
some cases that of early access to prenatal care, stKial agenda of political leaders m the 
I980*s has precluded consideration of the role of han^rs to family piannmg services in our 
relative increase in infant death compared to other devek^>©d anintries, 

Since i%3, we have had a model of a succcssftd medical ca^ program for reducing low 
birthwcight and infant mortality, namely^ the Mmemal and Infant Care Projects (MIC). These 
projects, who^ 25lh anniversary can ami will he cekiHated in New York in Efecembcr, 
demonstrated that comprehensive, coordinated, corrmnmiry-based slices. utUizmg mid lcvel 
providers including nurse midwives, offering care for t!^ emirc reprc^iuctive cycle without 
onerous eligibility screening, can reduce low birthwes^ ami premamrity for low income, 
pregnant women at reasonable cost. The forc^ of cost containn^nt arid New Federalism have 
attempted to replace these service-oriented models with ite foiled reimburscn^nt models we art 
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left with today. The time has come ro acbnit that, in the case of care tor womoi and childii^ this 
expedkm is dying out fof a **new soIuiicMi.** 

Thm i«w soluticm is Universal Matcmity Care. The Council on Mttemal and Child Health 
first proposed Universal M^ettuty Care in 1982. Since that time, many oil^r organixjfliore, 
inctuding the Artwncal Academy of Fediatrics and the National Commission ro Prevent Infant 
Monaiity, have adopted the slogan of universal access. However* the question, **Acc^ to 
what?" lemains. The Academy's plan offers access to insuraiKe, not access to care- The 
Commission has called for assuring universal access to caie, but doesn't offer any mechanism for 
guaranteeing that women in need actually get care. In order for that to occur, government must 
be ready and willing to provide services where they do not ex i-^t or where they remain 
tnac^ssihSe to poor women- The Council on MCH pre^sal wouid replace Medicaid with a 
single payor in each state, expand the availability of services by enfranching non-physician 
providers, create a single maternity care system while taking advantage of a variety of provi<kr 
organizations, create standards of care and surveillance of oyfcomes, and provide for a federal 
role in guaranteeing receipt of services, ff maternity care is to be tmly universal, it must be 
stripped of the stigma associated with means-tested welfare programs. Going to early prenatal 
caie shmild be not be any more difficiiit than going ro kindergarten. It is no less important. 

Thank you e^ain for the opportunity to «ubmif this testimony. A copy of "Principles of 
Universal Maternity Cate" is attached. 




m 

N APHP NATIONAL ASSCXriATION FOR PUBLIC HEALTH POLICY 
208 Meadowood Drive South Burlington, VernwMit 05403 (802)6584)1 36 



Miieon Terns 
Allea N. Kop\in 
Nancy Rudner-Lugo 

Principles iif Dni^^rsal Maternity C^are 
Ctnmcil on Mafental and Oiild Health 
Naiional Association for Public Health Policy 
O<:tobcr30, 1987 

ElfuibiJfly. 

1 . Every pregnant woman in the hmcd States must be ^anmteed access ?o comprehensive 

matemiiy and infant care a*gardless of legation or ability' lo pay. 
Ser% ices. 

1 , Conipiehcnsive maternity and infant care service?;, for the purposes of this proposal, are the 
full range of maierrJty care services, including fmt not limiied to eaily aiKl continuing 
prenatal care, medical » psychosocial, educational and nutritional services, and posqparmm 
care including family pLinning services, as well as in-patient neonatal services and well- 
child services up to the 1 8th month of life. 



COUNCIL ON MATERNAL AND CHILD HEALTH 

Ch^ im. Kc^nm HaH. UNC^. N.C. 27599- 7400 
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Proviitors. 

I . ^go^ women mast have choice of providers firtMn among all licensini nwdical and health 
j^viden includiitg b<Hh f^ysicians and ceitifjed nur^ midlives as well as from among 
oi^gsnizcd providers of prenatal care such as health depaitments and community health 

X Pregnant women must also have tlr ^ility to deUver in an 3f^>ropnatc. licensed location 

including both JCAH-cerfificd hospitals and accredited birthing centers. 
Fsnomrlng. 

1 . Medicaid eligibility, foi the purposes of maternity and infant care, wiil be nationally 
mandated at 185% of poverty for the pregrtant woman and her unborn child. Income, not 
family stmcture, employmem, assets or other tests of nwsns, will be the only consideration. 

2. A sliding scale for tlw fnuchase of Medicaid coverage by families with incomes between 
185 and 250^£i of poverty will be established. 

3. All federally qualifiwi employee health benefit plarts must be required to offer first dollar 
coverage for msttmiiy and infant care toiefits without co-paymcm or deductible. 
En^loyer and cn^loy^ contrihjtions fo this coverage will be ta^c -deductible. 

4. AH employerj of 10 or nmc cn^oyces will be requited to ofifer a health insurance benefit 
plm covering maiemity and infam care, including tl» tl^ cation of purchasing the partially 
subsidized Medicaid plan for low wa^ workers. 

5. En^loyers currently ptovidirig maiemny care benefits will be required to maintain those 
benefits at the same level. 



^ J 
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6. Federai'State matching funds via the MCI! Block Grant will be required to provide the 
resources neces&ary to cover pregnant women who are uninsured, t e., without cither 
Medicaid or a private maremity care plan. 

Reifiibursemenl. 

1. Provider reimhursement will be ha.'^d ufKHt an annually negotiated payment adequate to 
cover ali routine and medicaiiy indicated care. Such paymeni may vary according to 
medical nsk and among medical market :iTeas and cafcgones of pf oviders. 

2. Each state will establish a quasi- public ftscai intermediary, the Matemuy and Infant Core 
Trust, fundeii through premium payments from all participatmg public and private sources 
of maternity and infant Lari; v overage, which paynKfnts wUl K* based u{Hm ihe acmai 
maternity tare experience t»l utc punicipmifig third paiiy p4>i?j>, 

3. Providers wdl be guaranteed timely reunbursemem at 100^/ of the negotiated fee levels, and 
hospitals will be guaranteed full reimbursement for the actual cost of maternity and neonaral 
care services. 

Liahiliiy. 

1 . Providers wiU be considered agents of the state when caring for women and mfants 

participatmg in the maternity and mfnnt care plan^ with the protect ion from suit that such 
slams implies as long as they provide an acceptable level of care. 

A d mi nrsf rat ion. 

1. Federal adminu»tration of the program will be the res^KMisibility of i)tc Office of Maternal 
and C\^d Health. Bureau of Maternal and Child Health and Resources Dcvelr-pmem, 
USDHHS. 
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Tte Secretary of DHHS will establish a national advisory board with the author" ^ to 
rectMiuRcnd minimum staiKkrds of care for participating provickis and hospitals. In ilwe 
cases where state standards ar^ mere stringent, such stare standards would apf^*y. 
State Healili Ctepartmems will be resportsibie for the certification of participating providers 
and htspitals, for the enfors^ent of standaids, for data coUectton, and for thai technical 
assistance* consultation, and continuing education necessary for assuring that resources 
required for the provision of services ro all pregnant women and infants in need are 
available in a timely manner, 

MCH Block Gram funds, ear-marited for this purpose, will be required to pmvide necesary 
incentives and resources to guarantee that services arc available when and v^here needed. 
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Prbpaksd arATEiyrsNT of Sakdy Jok^ Consultant to Pkieni^ of the Familv, 

BALttMOES, MD 

fSmdy Jmes is a natkmn^ kfwm wvmUmi on met^ to ^ms$* ^ Is ihe a^mr qfHx 
^tMshed hooks m ^mtiin^ indu^!^ 7b Lc^ a Bafy whkA mn thu ^DisUn^^h^d Qm^b^ 

whkh examines s^i^kis io B^sMmm^ imi^mi pmm omf m^dd pn^rants sming thm 
natUmi^ is mUkd Mmfm, Fmms 4im BABim: A W&B^^ p^mt ON ms issues FAcm 
B4iriMQR£'s Y<Hmt L0^iN&mE FamuJU. ^ff^lm publish^ Jonuwy^ Friends 
FcmUy (2300 N. C^utrks 5th J^m BdUmm, MI> J, 

! was commissiontd last year by FHends of the F0iti%» a non-profit oi^iiiatioii which 
offers technical support to fam^y support centers is the State of Maryland to stitdy services 
to pregnant women^ children 0-3 and their femiJies In the Cty of Baltimore. The funds for the 
study primanfy came frotti kicel foundations including the AheU Foundation* 

The detivsxy health servieet to pregn&nt women, infants and their mothers in 
Baltimore is of ^rious concern. In 1^, Mat^^and*! Infent mortality rate wa» I1J death$ per 
J, 000 live birth$»» A racial disparity was evident - 1&6 per 1,0^ for hlaek l?abics, but onty 9«0 
per l.CKX) for white babies. The state was ranked as having the 10th hi^t infant mortally 
rote in the nation, while, ironi^y, U had the 7th hi^est per capita income.* In 1986. the C- 
ity uf BBltimorc had the highest wWte infent mortality rate in the nation for cities with 500,000 
nr over. The rate was 162 deaths per 1,000 live births Is comparison to 11.7 ftor the siate^ The 
rste for white infant was 116 per 1,000 live binhs, but fer black infants It was 18.2 per l.OWl 
Of the 255 babies who died during their first year in Baltimore in 1587, 78% v^tt black. 

Provisional figures for the city in 19S7 show that the overall infent mortality rate has 
risen to 1^9 deaths per 1,000,* The infant mortality rate in Rosemont a mostly black 
community, end one of the city's f^orest jeeton is 29 per 1*W)0 - making survival more likely 
in Trinidad, Cuba, or Jamaica, than in Baltimore. 

A study of indigent black womtn in Chicago by Dr. Kathiyn Vc66tt of the Illinois 
Schm*! of Public HeaUh found that women between the ages of 25«35 were more h*kely to have 
a higher incidence of iufsnt mortality than were women In thcfr teens. White women in that 
age range, on the otl^cr hand, vwe more h"kely to have good birth outcomes. 

Similar outcomes were found for Maryland. A surv^ conducted by Peter Shafer, Staff 
Specialist of Ma^land's Maternal and Child Health at the Division of Health Systems 
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Rnaodng Administration of babks in Max>tend^ M«ttcaid Pit^ram wIk> have en^wJeied th« 
highest costs in ncoaaml fmamive rare units femtl ttet ind^t py^iant wmec in tl«{r M*! 
with mom than one chikl may b« mo^ 8t rWs to tertotss eutcosw till® sdole^ent iwtfceii.* 
The percentage extreme^ fc^ r^s babies (5W6) is^re lo BattiimKe wanea 
who wc« 21»Mfe while onSy 9* of bit^ bmi u> M^sam wider 1? yearn of ige,* 
Mfcrfiiparous women, wl» haw gven b&tb to mere tlurn one chSkI the past, wercfer 
more likely to yve birth n> h^i-risk tefaBts than tot tee mo&er^ 67% had moie i\m 
chHd in comrB&t to 33% who wxt j^iflg for the fim time While 83% i^thc ««reme{y 
hi^ risk infants were blac^, ^ en^ 17% were ^i^hite. 

Even timugh sixty-eij^ per eest of &e ^««nen com be ^srmcd aa having an adequate 
numbers of medical visitt, SiaCBr points mtt Uiat the problem not be so much a lack of 
care hs the inherent Inadequacy of mt* It (^Id be no^ that the o^jori^ (Sm) of the 
babies had b^ bom to mothers who reeefved thefr s»re in bospital^-based dinics, Qearly the 
66% divergence between the number of hJghfy at-risk black babies In contrast to white bMts 
m Shafer's survey would indicate serious Si»quitiet in heal^^c delivery and sodoeconomic 
supjxjrt that ne<«l to be addrKsed '-^ qv^t dty. 

Uiw^ncome mothers should be co«is{<tered at risk of physk^ maladies and poor 
outcome. Dr. Janet Hardy, Professor Emeritus of the Johns Hopkins School of Medidnc 
found that $%% of young, low-lncome, muJdparous motheti In hex feltimore study reported 
being anemic, and 17% of them reported that ih^ w^i aungiy at time$ during orMnancv 
because of insufSdent fbod» -or-© / 



Vet, when one Interviews administrators cf health care programs In the city it is clear 
that they feel that the seivkes avanable to Baltimore's indigent mothers is adequate^ and that 
tt is ihc patients themseKes who are r^n-compliant and do not want to avail themselves of 
the care. 



Dr. Hardy disagrees with that stance. She stated in an interview in March of 19S9; 
•^Baltfrnore has medical services fo. poor famflies, and some are very gc^. But, for the most 
part, services arc desj«ratcty Inadequate in terms of meeting the ne<^. If they were adequate 
pcijple wouldn't be having unwanted children. If they were adequate, people would be Znin^ 
WIC when they needed It If they were adequate, poor chiWren would be geittcg health cai^ 
bu? only half of our poor children are getting the health care &ey need." 

Similar^, Dr. Ronald U Outberlet, Chairman of Pediatrics, Mc«y Medical Center and 
President of the Maiyiand Perinatal A^odaHon points out the serious Snanciai shortfalls w^ich 
arc affecting the -uaiity of care to Indigent pegnant women. In The Pertitatal Record of the 
Maryland Perinowf Association (Winter, %m% he statest "T^pHc the bc« efforts of many 
doctors, nurses, social workers, administrators, public health prof^onals and other individual 
to provide quality perinatal care to this population, the programs in which they work ere not 
only grossly underfunded by ail leveU of government but also are hampered by Inadequate 



feciiitici, insuffrdcni personnel* and toati^uftte fiends to purchase seivicei.*' 

There ts a mbeoneep^ that service provided fn a Bal^ore Oty prenatal clink are 
the same qtmlliy that patient r^ive in a private otste^aa's office. It is simply not true, 
IVe worked with p«ticnt5 in contracted ^iviks in downtown, and the services are not as good 
as tmi In the suburbs. The equality of em H not there des|^ the efforts of ntat^ people to 
provide st,"* he noted in an intervit^ last year. 

Dr, Gutberlet no^ the run-do\^ quallQr et the phjisica! plants of the clinics most of 
the downtown clinics are loca^ in old buildings with ^ coats of paim on the walls ai^ old 
wooden Soors. Despite of what j^p!e u> do with the ^nlc yeas, they are nK^tfy ^owded 
and outdated, and have been put In?^ renovated of?l«j building or houses to tiy to provide 
something. Lotion is an Issue a mother u^o lives in a downtown housing pmject 

isn't going to take a bus out to the suburi^ to see £m obstetnelan,** he safd. 

Ohsieiricians In the city have wa^ed their hands, fer the nsost part, of Indigeoi 
Medicaid patients who seek obstetrical care. A telephone survey of the twenty ohstctriciai^ 
advertising their practices within Baltitnore City limits found that only two were willing t4> see 
Medicaid patients, and only one in own (^ce* 

O^tetridans believe that !ow«in»me padents are at cmce more at risk of poor birth 
outcitmes end more likely to sue malpractice (which does not prove to be true In studies 
of the r8t» of malpractice suits a^Hrdlng to income). Dolors aUo complain that the level 
nf Medicaid payment they re^v« 1$ fnsoSIdent to o^t the hi]^ costs of malpractice 
insurance. The paperwork demassh of ^tm j^ogram make It ""not worth it^ to them. 

The clinics themseh«5 which deliver services to poor, pregnant women were fbund to 
have serious problems with day«^*day management which imdudedi inefBcicnt appointment 
sytaems; prolonged waiting periods for patients; Insufficient fbllow-up; and the lack of 
continuity of care* 

OInic managers state that one of tbe main reasons for patients having to wait long 
psrioOs IS the difficulty in scheduling physicians. Other obstacles to smooth ftmctioning ^'cre 
unanticii^ted patient delays in ptting sp^al tesa, short clinic hours, high patient^to-staff 
ratfc^, and inadequate sup]x>rt st^, Qlnles often had be^ aSt^ted inadequate space, and 
the lark t>f centralization witWu the clinic required that patfenu navigate complex haltvi^ys and 
floors to have laboratory tes» performed, to have dn^ dispensed, or to locate educational 
materia IfL 

The appointment structure in hospital-based cMcs is a critical (law, I beHeve. 
Appointments were scheduled in blocks of time, rather offering patients individual, timed 
appointments. Thus, all the women coming to a clinic were told to sign in at 8^30 a.m,, and 
then all of the patients for the day were eacpccted to sit and wait to be seen* As a result. 
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pfegimm vinmm mm^e to p^diet dm tmotrnt of dm* reqtjjreif, i»' Iio«if th^ otto 
yming ehildr«n woutd require ctrc, lo^ ts masjr cstes, cm ^ tmm hours &re spent in the 
watting sr^ semi-mtetfom to ts extmttib^ room befi»e a teetor. 

Even thou|^ lciw*li^«Ba ji^^ium «^dn tN» e(»^ld«^ e risk" ^^9ms» 
RK^ h<»plt^ dinlcs treated ^em ^ extme^ low rid^ Tbai ^ pat^us were tv^c^ to 
being uea^ i ttctdy («t»l ine^^^^st^t} ^z^am ^ tees^i^ibi^ tsilen» itui r^ridessts 
rather than welkeasoi^^ {^metrical Qse^l^m with ilf^ io h^ 

intervention. 

Often admin^muin of on ^ state anti 2e^ se<»iied to ^»IMot« 

to the feelings and nee^ of their {»tientt« One HMO in partkular r^xmed that ^ assii^ 
a differtni pt^t^ ead) tfaa» a mmher eanse ''on {wposa,*" becai^ th^r dldn^t want the 
mother to thbik thai sto would hs^^ a ^rtate doe^ Uat deUmy. Few wommi who were 
psying far medical care wmild 1^ ^^s6ed with st^ a oiBoyi p^Iey that overiocked th^ 
need far cmtimi^ and fimiffiariOf of earCi 

^^^n BMced atsotit hpw thi^ f^t i^t Baldmoie^i ^e$» most mo^eif expr^sed 
iinha{^nes$ with seivi^ befi^ o&i^ Tb^ ^mmented on ot^eitooklnj^ thai^ unfdei^ 
waiting g reas with uncomfonat^ plaiiie htif ^ waits to he ^en, pxsfy ital? niei^efs 
who are ahvn^ in a hiirry» and ^e proK^^ cf tsyteg to deal wi^ bor^ h^giy, ^cm^g 
children who cried and ran »mj»tnt wldle ih^ nso^ers tded to g» eare< They eompSained 
^ nnt being able to get appolimnents v^eka, or lof^i M tttat in their ^Itical eady stages, 
when smt^lence and tm^rtainljr were at th^ hiSgh^ and thai th^ (^n couki not Hnd 
prompt diagnosis end treatinent !^rha^ th^ i^tx^ sj^ &r then^im: 

attihidg is U^t ^f*limadiminoimnSio^0(hcim.Mi^a^S^r^(^ 
ytmr hfaed and urin^ and fhm s^far houn mttttti^ ^ dec^, Tk^ 



heing in m^Mm* Pr^mnt wemut in Bidtbmn wh& ar$ m Midi^tM i^goini to 
eUntes, (f> would ^ t& pj^van pf^^$Mims (fwe &fu!df ha m dtm'i h&¥§ oAer 
chakt. Ths^ waUf&r houn in (hi dinia, oirrf ihi j^/y^oT^ Hhyau 
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Off Um preu^ tk^ dmt wm^ to ^^h^ tf^&se £^ so sem 

p&tknL Bedm Aal w&rk wWi shmdd bi mtsid^ mi ss^m^fmtk 0 our 



m§ dxtnr thiM, ta& to <m doctor om mmihf an4 d'd^f^^ om neja 
lim. K<Hi nmr know wh^ ^ wiUm*I went ft> a OJB, fir awkiU and t wm 
much diffefm. Wh^ a cfi^fc wiU ttmh m oi:^H^intmemfi^ 9, ^ tm^ mmihi 
dodor unsii !d or bm ths j^rh&Ut daofor ms in ^ minum^* 

[Interviews condycted Januaiy, 19§9]. 

I believe that a strong effort is needed m «i&te and dty icveU to solieit the feedback 
of low-income childbearing women jucti si these in our ^Ixy. And then, there needs to be 
committed, longterm work with health care profiefisj^ tmls, medical societies, and cUnic 
adn^inl^rators to make rsdical and humane changes on tha front Urm of health care deKvci^. 

Setter more realistic funding and more effldent reporting systems are needed to 
improve the overaa facilities and mmng of prenatal programs. The pnscess of Medicaid 
hilling needi to be streamlined snd the level of payment ^n to ot^tetridans raised in order 
10 cncourege participation by physictons. 

The ethical issue of doctors refusing to take on indigent, pregnant women is something 
that shi%\iid he brought before our dty*s and the nsu'on*s medtcal societies. 

T!^ cost of S2I providing adequate p^natal cst« to Baltimore's pregnant women is 
enormous. Over the next decade the ixKScessivs costs of providing lifetinte care and treatment 
to each yesr^ group of low birtlrwdght babfes bom here (and the health department states 
that there are over 2*000 of them) \^tee out^es could well have been prevented by 
appropriate care, can be projected to exceed Si bjllf pn. 

More important than the financial ^mslderatJons, I beUeve* is the caU for compassion 
and humaneness. Every lowMncome pregnant wmen has the intrinsic right to equal and fair 
medical treatment offered with dignity and respect> re^^less of her race, her socioeconomic 
status* or her ability to pay. And this is where our cl^*s medical systems and provfden 
appear to be failing most acutely* 
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A WMm fhyiMRtt O^mwtf w^^^l^ft W 

•Tfet pcQjik poor eosm^o^ &q»M l»m msom fo At mm 

thmild reeiht fhe b«sdfts» I ftd ft It u cflbl^s^tat i^tQ^ms to 

The per»m ti^^ ft R^htt* ts ^ pmi^ 
pemo m it ^ tHkipitftI ftsd hor p(^iitOT cftf^ 
^tttof ftii4 s»eop!6 wta «4»)m tt<i^ ma ^tiQpiiit& ft^ 
to m Hme ft^ira ^ «ut» 

As ft [^{Q^tehm* It ti remrdJ^ to wcsic ^ Icdtg^ moi&m. Ifi nted to ^ 
fteeithf tabiei fti^ know yoo are to ft bf^^ tUuidard itf care 

A folilmot« Ot^tetridftA who bas bec^ d^diveriog eare to bdlgent mothen tot ten 
year» la adcUUoa to Isii ^imt praotlc^. 
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KOTES 

1. Ottefti Alan L '^owiag drop is infant death rate fuels debaie on US. spending for child, 
matt^mal programs*'' Wan Stfaat JoumaL Ju^ 21, 19% 

1 Maryland Oovemort C5ommission on KacK and Minori^ HesJUu Now fa the Time! ^ 
A^lon AgW^a for Imorovlntt Black and Mfnt^tv heahh in Maivtend. Rftal Report. 
Noveitther, 1^, p» 10& 

I^BaJtimore Hedlih Department rh& BQltimore Ptofeeti A Model Pra^^atat Care and 
FoHCTw^up Pyog rem. (A pfopesal submitted to the Abell Foundation by the Office of Policy 
Courdiflatlon for CHildrcn and AdoleKent Servk« of Opce of the Coznmlssinner)^ 

4 Pcicr Shafer, Stsff Specialist of Maiyiand's Maternal and Oiild Health at the Divbicn of 
Health Systems Financing Admlnfetratlon. UnpubUvhed fittdinp. Iiacrvtcw: Februaiy 9, 

5. Specific Dgc hreakdown&j 9% to women under 17\ 31% to women 17.20; 29% to 21^25? 
and 21% to 26-30. 



6, Hardy, ^ CB. Flagle, AX Du^n* et si Sg|0]Lir.Q^,^^g by mmm ^r\^ .$^mM 
Qdok^tm . Unpublished msnusedptt The Johns Hopkins UnlvcKiiy Schools af Medldne, 
and Hygiene and Public Health. Baltimore, MD, 198S. 
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Research Foundation 



Nov^nber 6, 1989 



The Honorable G**orge Miller 
Chairman 

Select Conenittee on 

Children^ Vouth, and Families 
U»S, House of Representatives 
385 House Office Building Annex 2 
Washington, D»C» 20515 

Dear Mr. Chairman; 

Enclosed are several copies of testimony prepared at your 
invitation, to accompany the record ot a hearing held October 24 ^ 
1989, by the Select Carsmittee on Children, Vouth, and Families, 
on "Caring for New Mothers j Pressing Problems, New Solutions." 

This written testimony is based in part on my research on 
infant mortality and high-risk pregnancy among disadvantaged 
wt^iien in washingtonr D.C, where the rate of infant death remains 
the highest in the nation and where poor wcstien are in particular 
need of innovative approaches to health care. The testimny is 
also based on an analysis of national data compiled for my 
recently published book, CAPITAL CBIKE? BLACK INFANT KOHTALITY IN 
AMEKICA (Sage Publications, 1989 K 

I appreciate your kind invitation, and look forward to 
working with your staff, in particular Jill Kagan, in the futuia. 




Margaret S. Boone, Ph-D. ^> 
Project Coordinator 
Addiction Recovery Corporation 



Research Foundation 



and 



Adjunct Associate Professor 
Dep^irtment of Pathology 
George Washington University 



School of Medicine 



41 1 Wavcxiey Oaks Road Waliham, MA 02154 617^893-0602 
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Pespab£d Statement of Maboa&ot S. Bookk, Ph.D., Projmt Cooedinatoe, Addic- 
tion RgOOV^Y CORI^OBAHEOK l^SAHCH FOUNDAtlON, RoCKVnXK, MD AND AWUNCT 
A^OdATE PaCHil^Cm, I^ABTMKHT OF PaTHQIXXIY, G^EOE WASHiKGTON UnXVER-- 

smr School op Medichnb & HsAi/m Scii^aeSt WA^moTON, DC 
Suitgiary of the Major Points in This Testimony 

This testxmony suggests, specifically: (1) the design 
and irapl^tientation of "culturally appropriate" maternity programs 
especially tailored to the needs and values of poor minority 
groups, i2) the development of forums and other mechanisms where 
experts in health care services and experts in culture and 
coimnunity can coitio together to develop applications of the 
knowledge wo already have about the minority poor, (3) the 
integration of MDS prevention and education in all maternity 
programs, with special emphasis on effective communication 
between conjugal partners, (4) inclusion of social support 
mechanisms in all maternity programs for the minority poor, 
especially for women who are in substance abuse treatment, (5) 
development of focused,, concentrated educational efforts on 
substance abuse, which must precede the widespread success of 
general education programs, and (6) encouragement by health care 
services of all efforts to bring men back into the process of 
keeping their partners and children healthy ♦ 
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Data Sources, Funding Sui^port. and Anal,ysis 



This testimony is based on a three-part researcl-^ effort to 
understate high infant mortality rates among the urhan poor, The 
first part of the research was funded by the National Science 
Foundation in 1979-80 1 the second part was supported by the 
U.S. Census Bureau in 1983-84; and the final analysis of the 
combined data base was completed in 19S7, and published in 1989, 
in a book entitled CAPITAL CRIKEi BLACK INFANT MORTALITY IN 
AMERICA (Sage). %is research effort involved the collection and 
analysis of a great deal of social and health data on inner-city 
women who delivered infants at the District of Columbia General 
Hospital in the late 1970s, while other risk factors have 
developed since that tijne— specif ically, crack cocaine and 
AIDS— fundamental issues and mechanisms remain the same. In 
fact, the potential exists for the developnent of even more 
serious risk faccors, and for continued^ if not increasing rates 
of poor pregnancy outcome. 

Health care delivery for poor minority American women nas 
in the past been hampered because our knowledge of these women 
is difficult to use in the implementation of maternity health 
care programs. The goals of this testimony are <1) tx) provide 
some imderstanding of the need for linkage between our knowledge 
of minority wc^n and the developnent of maternity programs for 
them, and (2) to make recasmendations based on the analysis of 
national level data. 

As long as even our present knowledge of their special needs 
and characteristics resnaains unincorporated in maternity care 
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programs, poor woston will rom&in at considerable— and now in the 
District of coliaabia, at Increasing— risk of suffering a poor 
pregnancy outcome, and, America's infant mortality rate will 
remain embarrassingly high- 

This testimony is based in part on the develoi^ent of an 
integrated explanation tor Washington, D.C.'s rank as Numter 1 in 
infant mortality rate, and nrare broadly, on ©Kplanations of why 
large metropolitan areas in the United States contain very 
high-risk minority populations. 

Barriers to the Desicm and Delivery of >*Culturallv Appropriate" 
Approaches to Maternity Care for the Minority Poor 

A great deal of good wrk has been c^pleted in the past 
two decades in the area of prenatal care for American wcsnen in 
general. A recent National Acad^y of Sciences panel foxuid that 
the American health care syst^ is, for the most part, doing 
well in providing prenatal health care for most pregnant women. 
Vet, high-risk pregnancy is concentrated among the urban and 
rural poor, and often in groups of Americans whose attitudes, 
beliefs, and cultural practices may make outreach particularly 
difficult • The sumo approaches to prenatal care among mainstream 
toerican women do not always work well among the urban poor and 
ethnically distinct. 

rtke health care system is now challenged to develop and 
deliver "culturally appropriate" maternity and infant health care 
programs, and to modify— if necessary— the approaches developed 
for the large majority of American v^men. This is a very 
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difficult, sensitive task, for tisfo principal reasons: 

(1) While it may be a siroXe matter to cali for "culturally 
appropriate" health care prograros. it is v^ry difficult to design 
and iigplen^nt them . it is difficult to operationalise our 
knowledge of sub-culturos in the construction and delivery of 
practical, effective programs* 

Therefore, one of our major goals should in^ the linkage of 
knowledge gained in research specifically among th&^ minority poor 
to specific, practical components of maternity programs. This 
will take creativity, innovation, and some courage. our 
knowledge of sub-cultures and lifestyles among the poor is 
considerable. yet, we have not incorporated that knowledge 
widely and well to date. Health care services research and 
basic r sociological research on specific American groups are 
difficult to link together. Mot only do we need more basic 
research, but we need more linkage between basic research and the 
delivery of services. 

C2) The second reason for difficulties in tne development 
ot "culturally appropriate" programs is a natural tendency to 
remain with familiar approaches and to define health problems 
in familiar idiom . For example , "culturally appropriate" 
programs may appear intuitively counter-productive — or simply 
unfamiliar and foolish— to health care workers at all levels who 
are accustomed to standard approaches to maternity care which 
work well elsewhere. 
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A pxism exainple Is the notion of the ^•availability of 
prenatal care*" ^'Availability'^ must taHo on nw n^anings vis i 
vis minority v^catian. It might appear nonsensical :.o offer 
prenatal care to non-^student women in a local elementary school 
clinic between 7 and 10 o'clock in the evening. Standard notions 
of *^ wall&bility^ iii^ly that a wt^min can make an appointment for 
health eare^ drive to her appointment ^ that she can get there in 
standard hours between 9 and 5, and, moreover, that all of her 
p^ers approve of and encourage her to get prenatal care. 
However, this notion of »*availability" dc^sn't match the 
inner-city w<»jan's experience or capabilities. The inner-city 
WOTian often has no car to drive, she may not be able to come 
between 9 and 5, and her peers in her cc^tmmity may not place a 
high priority on her obtaining prenatal care — often from doctors 
and nurses whcmi they may fear. The i^ople most important for 
inner-city women— those in her comrounity— may not focus on the 
future health of the woman and child, but on more iimtiediate needs 
such as food, rent, and ccKRf or t —which too often now takes the 
form of substance abuse* Maternity care necessarily involves 
preventive, future-directed action which in not a familiar mode 
of action or thought for many woim^n who are simply trying to 
live through each day. Xn light o^ these differences, 
"availability" of health care must take on new n^anings. 

other examples of "culturally appropriate^ efforts come from 
ths ^ many demonstration projects now ongoing to decrease the rish 
of HIV infection among intravenous dru^g abusers in the same i^^or, 
minority groups ♦ For example, a program for Afro-Americans might 
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make particular use of **rap sessions" with local ministers? or, 
provide housing or job-finding assistance in a more integrated 
prograwj or^ involve telephone networks to recruit participants. 
All of these factors have heen found to wo,:k in a NIDA- supported 
demonstration program called "COPE," in Hartford, Connecticut 
^Singer et al 1989). These same types of innovative, close, 
faca-to-face, cc^nmunity and network innovations should be 
attenq^ted among maternity patients. Enlistment of poor, rinority 
women should make use of the already existing social structures 
in her coimnunity. 

In surmtiary, one of our major goals should be the linkage of 
knowledge gained in research on the poor and on special ethnic 
groups such as Hispanics^ Af ro- Americans > and refugee groups, to 
practical delivery systems . This requires support for innovation 
frcHti health policy makers, but then, once demonstration projects 
have been evaluated, for the widespread implementation of new 
approaches. It also requires the interaction of researchers and 
health care personnel. At the present timer there are few 
mechanisms to routinely bring together health care personnel, 
health care services researchers, and social researchers in the 
same forum to develop practical applications of sometimes 
all-too'-esotaric social research findings. While new research 
will continue to expand our knowledge of the psychological, 
social, and attitudinal barriers to effective use of maternity 
programs, the application of what we already know about minority 
sub-cultxnres can begin immediately to improve compliance. What 
we need are vehicles to bring together teams of experts in health 
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care services, experts in culture and society, and Xocal program 
managers and workers. It is extremely difficult to get all these 
leaders and experts together, but very effective when it happens. 

Demographic and Historical Factors Which Create Special Needs in 
the Design of Maternity Programs for the Minority Poor 

Rural-Urban Kigrat i on p Physicians, nurses, psychologists, 
and social workers confront each day barriers to effective health 
care in the form of differences in attitudes and practices 
regarding reproductive health among the minority poor. The 
attitudes and beliefs of poor urban Blacks, for example, have 
roots in the rural South, The large-scale migratioa of American 
Blacks from the rural South to the urban North earlier in this 
century has enormous consequences for the present-day 
reproductive health of inner-city women. In the spice of one 
generation, the Black American population ch^aged from 
three-quarters rural to three-quarters urban. 

Wherever we find that magnitude of rural-urban change, we 
see an enormous amount of strain — as lifestyles, values, and 
customs regarding family formation change dramatically. Rural, 
conservative, southern community values at one time supported 
women who became p-egnant very young. The history of youthful 
childbearing, as well as relatisrely early curtailment of 
childbearing among American B}aw,ks, has a long history in the 
United states. Yet, when the same, reproductive cycle is followei 
in northern cities, young pregnant women do not find the support 
that once existed* other values and activities take precedence. 
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In the absence of good occupational and educational 
opportunities--childbearing becomes the main way that young women 
prove, tteir worth. If and when this avenue fails, they often 
resort to **easy solutions** including cocaine and heroin abuse, 
^tkoking, and finally, for too many wcHnen in their older 
reproductive years, to alcohol abuse. The system of relief from 
daily burdens is intrinsically self-defeating, and results in 
further poor pregnancy outcome, 

The origin of inner-city Black values in the rural South has 
special consequences in the area of AIDS prevention and education 
for mothers and their children, as well in our efforts to teach 
young women to space their pregnancies with the effective use of 
contraceptives. Conservative southern values originating in 
migrant populations earlier this century still inhibit the frank 
discussion and exploration of contraceptive use and AIDS 
prevention among the urban poor. Ccstimunication effectiveness 
between conjugal partners consequently affects the health of 
mothers, fathers, and their children, and will become an 
increasingly critical factor in the rate of spread of HIV 
infection among the urban poor. This will cause both maternal 
and infant mortality to rise once more* AIDS prevention, itself, 
becomes an enormously important component in all maternity and 
infant health care programs, from now into the foreseeable 
future. 

How can health care services substitute for community 
support? This seems like an enormous task, perhaps even an 
inappropriate one from the perspective of some policy maker j. 



258 



Yet, this Is precisely what successful maternity health programs 
for the poor do. They offer group support, as well as some 
assistance in job-training or job-finding* Group support is an 
integral part of the type of focused educational programs needed 
aiming the minority poor. My own research in Washington^ D*C«^ 
where infant mortality rate r^iains the highest in the nation, 
suggests that, until substance abuse is removed as a threat to 
the health of mothers and infants, broad-based education of 
minority women will have little effect* Educational programs for 
minority women must first focus on sub-tance abuse, contraceptive 
effectiveness, and AIDS prevention before general education 
programs can hope to have an effect • Unti3 then, education 
will not have the eKpected effect of improving conuuunity health* 

Ironically, some of the best models for the provision of 
services to young, poor women may come from middle-class models, 
especially "self-help groups," Recruitment networks of friends 
rnd kin whii:!h enlist young women in maternity programs will also 
naturally tap two important social structures in the inner city: 
the female network and the female-headed family • The importance 
of the female group ana of the provision ot health care in a 
group format has also been emphasized in the delivery of, for 
example, substance abuse treatment* Kane found that group-based 
alcohol treatment was the best structure for inner-city women in 
New york. Only the social interaction of the group was adequate 
to substitute for the relief achieved through substance abuse. 
This Is a familiar tenet in widely accepted programs such as 
Alcoholics Anonymous: Social interaction substitutes, in part. 
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for the substance abuse • That sane social interaction is 
important in maternity health programs aitiong the minority poor^ 
and critically important for one cf the highest-risk groups in 
the inner-city: The pregnant teen substance sOsuser. While the 
proportion of substance abusers among teens is less than for 
women in their 20s, the teen substance abuser presents a great 
challenge to outreach workers because of her youth, dependency^ 
vulnerability, and potential for a future, lengthy history of 
poor pregnancy outcome. 

The Black Baby_BOCT Generation^ intra-urban migratioHir and 
the developTRent of an impoverished inner city . The 1970s and the 
1980s have seen the deterioration, comparatively speaking, of 
inner-city health in several "lifestyle epidemics." The latest 
of these are the crack epidemic and the homicide epidemic 
associated with substance abuse— both of which find eKprcssion in 
higher maternal and infant mortality rates. These two decades 
have been particularly troublesome for poor inner-city Blacks. 
It is a time that other American Blacks have made significant 
gains in occupation and education, especially in large northern 
mtropolitan areas ♦ 

The 1970s and 1980s have emerged as troublesome decades 
partly because they are the decades in which the large, 
post-world war II Baby Boom generation began their own families. 
The Black Baby Boom was proportionately greater, and lasted 
longer, than the white Baby Boom. With successful, upwardly 
mobile Blacks moving from inner-city neighborhoods to the 
suburbs, a large disadvantaged population was left. It was a 
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time when community constraints were loosening* There was a 
great deal of occupational c«Tnp3tltion as yoxxng Black men and 
women entered the labor force* The Black migrations northward 
ceased in the 1970s, and with th^, the renewal of conservative, 
supportive southern values. The collective result of all these 
dMvographic changes was an increasingly poor health profile for 
inner-city residents. And, some northern cities fared worse than 
others, in Washington^ d,C, all of these demographic changes 
have been somewhat exaggerated because it was the first city to 
be rmxe than 50 percent Black. This happened long before any 
other city achieved a 50 percent ratio p The result was the 
develox»nent of a large, concentrated, minority community which 
became increasingly isolated from other segments of society. 

In an isolated, disadvantaged context maternal and infant 
health suffers. While maternity health programs will certainly 
be unable to remedy the results of large-scale demographic 
changes, there is an important lesson to be learned frcnn an 
analysis of the demographic history of poor Black health. 
Maternit y health care programs which encourage the integration 
of their clients into broad social institutions will create 
lasting benefits for the health of mothers and children ^ For 
this reaf^on, it will helpful to encourage the participation of 
entire families, including the conjugal partners of inner-city 
women, in their health care. My own research on Washington, 
D,C, women suggests that men may play a critical role in 
encouraging their partners to seek prenatal care. So, while all 
programs need to work with and be aware of reliance on the female 
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netwrk, every effort should be made to L.ring nten back into the 
process of tnaintainingr the good health of their partners and 
their children . The values exist ajcf>ng inner-city men which 
support this type of support — for they are very proud of the 
children they father — but so far the participation of men has not 
received broad progranimatic support from health care workers. 
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Wsnen^s Legal Defiaise Ftmd 

2000 P Street, • ^dte 400 ♦ Wadiii^ton, ac 20036 • 202/887-0364 



Noveaber 7, 1989 

Bon* Gaoirga Hiller 
Chair, Sclttot Comittee on 
Children, Youth ana Families 
385 House Office Building Annex 2 
tfaehii^t^, D.C» 2051S 

Dear Oiairsan Millers 

We would 3iKe to eubait the attached statement for the 
record of the Laariijg that the Select Cossaittee held on "caring 
for Key Itother^i: Preesing Frohlrae, Heif Solutions,** on c^ober 
24 « 1^89 * ^e Amrioan ^uMiemy of Pediatrics first offered this 
statezmt in su^ert of the Faaily and Medical Leave Act 
submittiNi for the record at joint hearings before the House 
SubcoBaitt^es on Labor-Management Relations and Labor standards, 
held on Felnruary 25 and March B, 1937* 

The growi:^ nusiten of irorlcing sothers ^perience especially 
acute health care difficulties as they struggle to provide 
econwic support for their f amiXies while attewling to their own 
health needs and those of their new children. The Family and 
Kedical Leave Act {H.R. 770) effectively responds to these 
mothers' needs by protecti»gf their jobs %men they require short- 
tera leave to care for their own serious health conditions 
(including pr^rnancy ai^ cOjildbirth) , as well as those of their 
children. 

As further discussed in the attached statement, the Family 
and Medical Leave Act encourages the health, growth, and 
developsent of American families. We feel that its enactment is 
an issportant part of the effort to overcome barriers to effective 
maternity care and family health. 

Sincerely, 

Donna R« I^nhoff 
Director for Legal 
Policy and Programs 

Enclosure 

cc: American Academy of Pediatrics 
DRL/ch 



26S 



pRKPARED Statement of Roselyn Efi^, M.D., Ai^erican Academy of Pediatrics, 
Washington, IX:. Submitted bv Donna Lenhoff, Director mn Legal Pouct 
AND Proohams, Women^s Legal Defense Fund, Washington, ENC 

The American Acadeay of Pe<Jlatrlcs» an international or^nization 
representing more than 30,000 pediatricians spociaiizing in the 
care of infants , children, adolescents and young people, has an 
active oomaitiaent to ioproving the health status of these 
patients and enhancing the quality of family life. We therefore 
support, in principle, efforts to promote joh security for 
working fssilies allowing parents to he with their children at 
r^-itical parenting tiiaes. 

The Academy recognizes the first few months of life as a significaot 
period of growth and development for both the ii.fant and the new 
parents. Infants are particularly vulnerable during this time, and 
require the active involveeient of tx>th parents in the nurturing pro- 
cess • The parenting skills that are acquired during this period are 
essential In the formation of a healthy parent-child relationship. 
Adoptive children and their parents also require several months to 
form physir-^i as well as psychological attachments. 

Another time when a c^iild's physical and esoticnal well-being heavily 
depends on parental participation is during a serious illness* 
Children have increased dependency needs vrhen they are sick, and 
require the unique warmth and security only their parents can offer. 
Allowing parents the option to care for and comfort their seriously 
ill child is sound pediatric practice* 

Changes are occurring in the work force that have a major impact on 
families. As woaen enter the woric force in increasing numbers, more 
and nore infants are being born into homes where both parents work. A 
new addition to the family precipitates changes to which the family 
must adapt. During this period of adjustment, parents develop skills 
tnat enhance optimal physical and emotioaal growth of their child. 
Once parents and babies establish a solid attachment to each other, a 
snioother transition back to work is possible, and increased b satis- 
faction IS likely* However, too few work places provide w...*t we would 
consider adequate flexibility to allow workers to carry out their 
parenting responsibilities. 

the stability and economic well-being of both families and employers 
are vitally important to our society. It is time to address the 
changing face of American work and family life with reasonable solu- 
tions that recognize the value of families while balancing the needs 
:5f employers . 

We understand that the introduction of a national leave policy might 
require restructuring benefit packages and changing operational proce- 
dures* Nonetheless, the health, growth and development of American 
families warrant these efforts. With the input and cooperation of 
employees and employer-, representing a broad range of business 
interests, the goal of establishing a national parental leave policy 
can be achieved. 
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The importance of parental Involvement in a child* s development can- 
not be uuderestiisateil. As s^latrlclans and child develoi^ental spe-* 
cialiats, we sup|K>rt these efforts on behalf of children. Vfe compli- 
ment Bepresentative Villias Clay and Hepresentative Patricia Schroeder 
on their efforts to design practical solutions to work/ family issues 
that respect both employers and ^ployees* Two-working parent fami- 
lies, as well as single parents who ®ust work, are a constituency whose 
needs are still to be addressed. The demands of job and hose must be 
balanced if we are to ha^e excellent workers and competent parents. 

Parents can work and have healthy families with our help. The need 
for stronger families in our society has been well documented. Let us 
begin to take steps to achieve this goal. 
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Prepared Statement of Dennis Wiiuams, Assistaot Director, NC Division of 
Mebical Assi^ance and Marcia Roth, Special A^istant, for Pij\nning and 
m>GRAM Deveu>fment, NC DIVISION OF Maternal and Child Health, Raleigh. 

tnfant Mortality in the United States is a tragedy that has been 
well-docunmntcd since the «arly 190Q*s. Even though there were sip.nificant 
reductions in this r.-^te during the I9bu»s and 70*s, our country continues to 
lag behind other industrialized nations in the ability to save our most 
vulnerable citis^ens. the experience in North Carolina has largely mirrored 
the national experience. In our state, the development of a regional l2e<l 
hospitaUbased system to care for medically high-risk woisen and Infattts, 
paralleled by rapid advances in medical technology, helped to save many 
lives. However, in the 1980's. North Carolina's infant mortality rate has 
stagnated« 



A^ny health care i^xperiB beii^-ve that this stagnation is largely due to a 
lack of emphasis on prevention 'iervic^s and on our colUcttve inaoiliiiy to 
cotmit the resources necessary tor ensuring compreh^^ns. ve services for 
pregnant women and infants. In light of the fact that we will always be 
faced with the constraint of having scarce resources and competing 
priorities tor the use of public funos, we must be oriented towaro whac can 
be done with the resourcos aL hand. Wieh this per spec E i vf m mmd, in 1987. 
North Carolina began to look at rs^isting opportunities for more effectively 
organising its he.^lth and huir^a-.i service programs in order to address the 
problem of infant mortality. As our elected ufficials were grappling with 
the larger issue of indigent health care and reviewing tederal 'egisUtion, 
agency staff from Medicaid and ^33tern3l ,ind Child Health began Co meet. Our 
intent was to address rhe nuts and bolts issues o! improving access for 
comprehensive ^t^u^ti,! care m ^iorih Carolina, in anticipation ot our 
General Assembly's adaption ot SOBRA and COBRA, These discussions, spurred 
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on by the iegislfiClve changes, and encouraged by a supportive adrslnistratlve 
structure led to the implementation in i987 of a rrjultl-agency initiative 
called "Saby Lqve". 

GOAL OF BABt LOVE 

The goal of the Baby Love Program is to improve access to early i continuous 
and cotuptehensive health and support services for low income pregnant women 
and infants. 

In order to achieve this, we realized the Importance of recognizing the fact 
that indigent pregnant wofsen face numerous obstacles in obtaining necessary 
care* When access to available services and programs is limited, clients 
may postpone or fail to enter the health care system at all* This in turn 
places them at risk for delivering low blrthweight babies and experiencing 
the tragedy of an infant death or disabilityt 

In addressing access barriers* one quickly comes to the conclusion Lhat a 
single program or agency does not have the capacity to address these 
barriers in a comprehensive fasiiion. The only way to address the problem of 
infant mortality is to draw together the expertise of service delivery^ 
health care financing agencies^ and advocacy groups to develop a wide range 
of coordinated interventions. 

BABY LOVE STRATEGIES « OPPORTUNITIES FOR IMPKUVE^flgNT 

A» Extended Hedicald Benefits to new populations of women and children 
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«any womett of childbearing age have no health InsMtance or their 
insurance docs not cover prenatal care* North OaroHna's legislature 
created an Indigent Care Study Cotrattssion in 1985 to study "the issue of 
access to and financing of health care services for North Caro!intans 
who are unable to pay tor care**. One of the Cof3mlssion»s 
recoiamendatlons that drew bipartisan support was to adopt OBRA-Bfe 
federal legislation. After the initial legislation that became 
effective in October 1987, additional action has been taken toj 

1* Extend Med cald coverage to pregnant women and infants (to age 
n up LO 150% of Lhe federal poverty level, effective 1/1/90. 

2. Accelerate the increfoental coverage of children, to imnjcdiately 
include children up to age 6 whose fainUy Inconies are below 
100% oi the federal poverty level effective lO/i/89. 

3. Cover children ap to age 7 beginning 10/1/90, 

Developed a aarketing strategy to encourage participation in public 
benefit prograsss. 

Expanding the pool of potentially eligible clients does not tncan 
individuals will know at the eiciscence of available benefits or ot the 
importance of good prenatal care. Furthermore, negative perceptions of 
Medicaid and historical linkages with welfare may deter clients from 
seeking medical assistiince. 

With these thoughts in ,mind» it was decided that we needed to develop a 
new message for the program, embodying a positive thenje and portraying 
an image that is attractive to clients. To do this. 5 sets of brochures 
consisting of different logos, themes, and titles were tested through 
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client interviews in local welfare offices and prenatal clinics. 
Clientft overwhelsingLy chose the name **Baby IrOve/* the heart-shaped 
logOf and the use ot a photograph of a pregnant wonian over other 
available choices. Thus« the name ^'Baby Love" became the theme for 
Medicaid eKpansion and infant rmsrtal ity reduction efforts* In North 
Carolina. Over time the name E^by Love began to symbolize public agency 
personnels* cocnoitisent to this endeavor. "Baby Love" serves as a 
marketing strategy for encouraging certain types of beliefs and 
behaviors on behalf of both service providers and clients. Three 
f&ethods were used to ''get the word out'* about the availability of new 
benefits and the importance of prenatal care. 

First, a broad brush public information campaign to announce the Baby 
Love Program was implenenced. This invt>lved the development and 
distribution of brochures and posters through an existing network of 
public and private service organisations to potentially eligible 
clientSt publtclrmg a toll-tree number that clients may use to obtain 
additional inforreatton iSboot Baby Love, a direct mail campaign to 
pregnant wornen and their families fc?ho were participants in the WIC 
program* and special efforts to Inform private sector health providers 
about Baby Love^ 

Second, local health departments and community ^nd migrant health 
centers w*»re recruited to be the local point tor a sustained "grass 
roots'* effort to identify and encourage potentially eligible clients to 
seek prenatal care services. 
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Finally, to promote systematic participation of comunity organisacions 
it\ efforts to reduce infant mortality, a database of local agencies who 
serve low income tamiiies w^i crt?ated« 

Initially 1200 agencies were sent special letters inviting their 

participation in the Baby Love Outre-^ch campaign. 

Over 200 agencies are now contacted periodically abcct the Baby 
Love Program. They participate by referring potentially eligible 
elienrs to local public agencies. 

Initiated reforms in the Medicaid eligibility process. 

Beyond expanaing >iedlcaid income levels ^nd reaching out to potentisHy 
eligible clients, it was recognized that families are not able to 
negotiate th^ complex ^nd confusing eligibility determination process. 
While program eligibility processes remain complicated, North Carolina's 
adoption oi federal legislative changes has helped to make the system 
more "user friendly" ^nd responsive to client neecs. These new policies 
inc luded; 

1. Drop'^ing the Asset Test 

2. Provid, ig continuoL's elfglbility for Che pregfiant woman throughout 
pregr mcy and the postpartum period 

3. ProviJlng automatic newborn e I i gibi I i i:y , 

Beyond the policy changes in the existing Medicaid progx'am, the. rules 
and procedures used to verity the clients' iinancial status were 
changed. These changes were designed Co speed-up the process and itiake 
it more convenient to .^pplv. As part of the i mp 1 pmen t a t i on of Bab> 
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Love* en^hasis pl/)ced on: 

I. Impleraenting a new procedure called PresuTsptive EligibUiLy, For 
the first t Imp s«»iected prenatal clinics detcrraine a pregnant 
wocsan's Medicaid eligibility for a temporary period, 

2* Stationing Medicaid eligibility staff at selected prenatal clinic 
sites (such as Health Departments). So th^t potentially eligible 
cllen£0 can apply for Medicaid at the same location that they are 
receiving prenatal care. 

In addition to internal system chang;»s by those who determine 
eligibility, two other important steps were taken. First, through the 
development oi a statewide system ot Maternity Care Coordinators (Case 
Managers), client? can receive assistance in completing the Medicaid 
application process. The functions of the Maternity Care Coordinator 
and scate*>ide care coordination system are discu^tsed in the following 
section. Second, ar adminir^trar ive mecnartism has been developed to 
systematically document «jnd quantify the barriers encountered by 
low-income women who attempt to apply for Medicaid or obtain prenatal 
care services. This is a msnagement tool that is used to more 
accurately evaluate access probletnst and to serve as a catalyst for 
prlicy and program changes needed to meet prograts goals « 

Infoduced s statevide syst«a of Matemtty Care Coordination (Case 
Hanagesent) to assist clients in obtaining coi^rehefksive care* 
Developing outreacl systems and reshaping eligibility processes are 
prudent investnien».s if clients then receive compassiorate , 
compw ehens i Vit> , and Couthuious care. Traditfonally this has not always 
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been possible because fragmen'^^cion in the service delivery system has 
made it difficult to know of, find* ^nd use appropriate service 
providers and programs. Some coisaiHSn prohlems erperienced by clients 
Includes 

lengthy waiting periods for entry to care; 

lack of transportation to and from *'hw sou«*C€ uf medical care; 
inconvenient clinic hours ok ^ong waiting times? 

• lack of patient knowledge of the lo^rtance of prenatal care$ 
lack of Medicaid coverage for certain medic tl expenses; 

» lack of ancillary service^, and programs to assist wor.en in meeting 
priority needs. 

To address service delivery barriers, fiorth Carolina's Baby Love Program 
created a statewide network of specially trained health care staff to 
assist indigent pregnant women to obtain inedical benefits as well as 
other co8!vunity services needed by them and their fatnilles. These are 
located virtually all .ocal health departnicnts and In many rural 
health and coinmunity health centers • Maternity Care Coordinators 
provide ongoing support services essential to meeting Che clients' 
comprehensive needs^ This proc^^ss includes the following: 

• Outreach - Assisting potentially eligible clients co enroll in 

Medicaid* devel/^ping a strong referral network, and 
increasing ccnisBunity awareness of the benefits of 
services* 

• Eecruitment Encouraging clients to stek prenatal C8re» offering 

full explanations of benefits* services and programs* 
and obtaining i lient agreement to work jointly toward 
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accomplishing che goal of cosiprehensive care. 

• Assessment - Evaluacing with the client the full range of needs, 

medical* financial* psycho-social » educational an<^ 
nutritional. 

• Service Planning 

Identifying resources and interventions needed to 
ensure receipt of comprehensive care and agreeing on 
action steps to accomplish them* 

• Coordination and Referral 

- Assiscing clients in locating needed services, 
ensuring contin^;icy of care is maintained throughout 
Che pregnancy and postpartum piriod. 
. F3Uow--up and Monitoring 

Periodically assessing progress toward meeting patient 
and facially goals, 

• Education - Informing clients of the availability of childbirth 

and parenting classes and developing a supportive 
re I at lonshlp. 

In conjunction with the introduction of a care coordination system, the 
benefit package of covered services in Medicaid was enriched. This 
included reimburseroerrt for prepared childbirth education and parenting 
classes, specialijec in-home nursii^g care for medically complex 
pregnancies, in addition to adequate reimbursement for Maternity Care 
Coordination services. 
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CrcAeed « flexible interageney f ramstiorti: for acSalnisCracioii* 

Another feature of Baby Love is that Medicaid and Maternal and Child 
Health co-administer Baby Love and actively solicit the cooperation of 
other state agencies to more effectively develop the program. ThlSt to 
date, has had an extremely positive etfect because: 

• policies and procedures developed reflect a joint health care 
delivery and health care financing perspective, 

there is direct input from local level agencies on all major policy 
issues^ and 

t there is consistency in addiessing the day-'to-day problems end 

concerns facing local agencies. 
The Baby Love Program Is based on the principle that Infant mortality 
cannot be successfully overconm on a statewide basis by one agency or by 
one program alone. For the agencies and individuals involved. Baby Love 
symbolizes a nev coc^erative approach to progran^ administration. 
Whether it is improving outreach^ reshaping eligibility, coordinating 
service delivery, at either the state or local level, the challenge to 
the Baby Love worker is the same; 

• Reach Out - Vou may be surprised at the positive response, 

• Recruit - There are a lot ol untapped resources available. 

• Deliver - Do your porc# 

m Evaluate - Find ot't what*s wrong and fix it. Do not fall into the 
trap of placing blame and looking towards others for 
solutions* 
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SOKKARY OF RESULTS 

During the fitst 12 monchs 'jI BABY LOVE, (from OctoDer, - October, 

1988) 17,015 pregnant women* or HO percenc of the projected number of 
eligibles were actually enrolled in the expanded Medicaid p'rograin* Local 
health departments have begun to report aecreases in "no-show rates" for 
clinics, increases in patient compliance, and ever increasing numbers of 
women participating in prepared childbirth and parenting classes* In 
addition, maternity care coordinators have been on the front line in 
addressing problems associated with poverty* ^ he assistance of maternity 
care coordinators has enabled women to; secure needed transportation for 
clinic appointinents ; enroll in extended day school, ^iED antl tecnnical 
training programs; move to oetter, saiCf affordable housing^ obtain needed 
tood, clothing and household iurnishings; secure day care, resolve bad debt; 
reduce or cease substance abuse during pregnancy; and develop knowledge and 
sJcllls necessary for sel f -advocacy and n^ivigation of i he health and human 
service delivery ^ystcn. 

The BABY LOVE FEOGBAH has been designed to rigorously evaluate its 
effectiveness. A Pregnancy Outcome Report, which collects process and 
outcome datat is completed on every woman who receives maternity care 
coordination services ^ind those wor*n who receive prenatal care from local 
health departments, but do not participate in maternity care coordination- 

Data for calendar year 1988 comparing vomen who received maternity care 
coordination to health department prenatal patients who did not receive care 
coordination rever 1 the following: 
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PROBABILm OF 
THIS DIFFEREIK5B 
UITB SATERHITV WtTK^HJT MATERNITY DUE TO CHANCX 
CARE COORDIHATIOI* CARE COORDINATICMi AU5NE 



l« Pregnancy Outcomes 
Resulcing in a 
Live Birth 

2. Live Births Less 

Chan 1500 grams 

3. Live Btrths Less 

than 2500 grams 

4. Women Making More 

Chan Eight 
Prenatal Visits 

5. Women Receiving a 

Postpartum Exam 

6. Infants Receiving 

Wei UChi Id Care 

Infants Receiving 
tfIC 



97 .3*4 



1 ^2^ 



8,7% 



64.6% 



75. 5t 



10.2% 

34.5% 



.004* 



.003* 



.0OV.V 



.001* 



'^^Difforence is very significant. The probability that the observed 
difference was Ouv '>n!y to chance is extremely low, 

Anvong thpse women receiving naternity car£> coordin^uion services, prenatal 

visits were substanti^Uv enhanced, participation in WlC ^r^s increased 

significantly, and their infants received more child health care. Hose 

importantly, those mothers experienced reduced low biri:hweight and very low 

blrthweight rates ^ (the most frequent cause yi infant death and 

disability). 



The data, however, does not convey the lull impact that the Baby Love 
Program has had on the lives of low^income women nnd their tamilies. This 
can best be understood by personal experience. The following example was 
received by one of our local health departments. 
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August 31 » 1989 

Dear Sir, 

WeHt here I was the mocher of 2 litcle girls and very happy with the size 
of my family. 1 haa iio intentions of increasing tne iiousehold and started 
working only one or two days per n^onth for the past three years t and TUEJI it 
happened; I was pregnant with no health insurance for me or my baby on the 
way and only earning $75 to $100 per month. What in the world wa$ I going 
to do? I knew I couldn't atfgrd all the tnedical bilH that would tac« me in 
the months ahead* I stayed pretty gpset and cried a lot which was not good 
for me or my littU^ jaby growing inside. How w^is I j^oing to get the care I 
needed and the baby needed for the next 9 months » and how would it pay for 
all those doctor visits he needed after he was born? 

I decided to seek help at the county health dep^artment and soon learned that 
there was people here i nat cared about and r,y baDy, .ind ihey wer** eager 
and willing Co help mt* any way tiiey could. Ana he 1 p t^ey uiu! The 
Maternity Care Coordinator asked me if I had heard of a program called '*Baby 
Uove'\ I told her nOt so she tooked time out to explain how the program 
could benefit me and my hsby. She told me to apply for the "Baby Love'* 
program as soon as f^ossible. She explained that if ! was accepted and met 
the requ i rement s t all rw meoical bills during my entire pregnancy such as 
visits to Che clinic* nediclne I needed, the delivery costs of my baby, his 
medicine, his delivery stay at the hospital, and all ot his visits to the 
doctor after he was hcrn^ until he was three, would be ALU OOVEREB ! ! By 
this time 1 was sm\lin?;, she was smiling;, and I felt a threat burden of 
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despair going away# I felt more ease and relaxed than I had in quite a 
few weeks* 

finally, there was the help my baby and I needed. Right there at the county 
health departtnent, through the '*Baby Love*' program. Even the title of the 
program i& great, "Baby Love," because when you're an expectant mother, love 
is just what you and your baby need. This program cook a heavy load off of 
my itjind and turned all chose worries X had into love for my baby. 

Thank you Maternity Care Coordinator for being concerned enough to head up a 
"Baby Love" program (or those o£ us in this county. 

Thank you county government for the iiealth department. My two girls t 
myself, and my new Baby Soy appreciate you being there for us. 

Sincerely^ 



O 




o 



ERIC 



25-077 C288) 



